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BREAST MILK 
The Baby’s Food 


Thousands of mothers have not sufficient Breast Milk 
to meet the infant’s full quantity requirements. 
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Such babies are often hungry. The cry of a hungry baby 


is often mistaken for Colic. 


Complemental or complete feedings immediately fol- 
lowing the breast nursing are indicated in this type of 
infant. 


DEXTRI-MALTOSE 


Cow’s Milk and Water make a very satisfactory comple- 


mental or complete feeding. 





Our pamphlet entitled “The Re-establishment of Breast 
Milk” is valuable to the general practitioner because it 


helps him simplify his infant feeding problems. 


The suggestion is— Utilize as much Breast Milk as pos- 
sible and prevent hunger by Complemental Feeding. 


The Mead Policy 


Mead’s Infant Diet Materials are advertised only to phy- 
sicians. No feeding directions accompany trade packages. 
Information in regard to feeding is supplied to the mother 


by written instructions from her doctor, who changes the 

feedings from time to time to meet the nutritional re- 

quirements of the growing infant. Literature furnished 
only to physicians. 





MEAD JOHNSON & COMPANY, Evansville, Indiana, U. S. A. 
Manufacturers of Infant Diet Materials 
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PROPHYLAXIS AND TREATMENT OF WOUND INFECTIONS 
BY MODERN METHODS 


By K. F. Meyer,* Pu. D. 


(From the George Williams Hooper Foundation for Medical Research, 
University of California Medical School, San Francisco) 


OO many people die from infection with 

anaerobic organisms. That the majority 
of patients with the kind of wounds in which 
such infection thrives never even consult a 
doctor suggests a vast public ignorance which 
ought to be replaced by elementary knowl- 
edge. 

That five of the doctors who treated the 
148 patients reported by Doctor Meyer failed 
to render adequate service shows one of sev- 
eral possible situations that also should be 
corrected, 

All the essential information available 
about the dangers and methods of prevention 
and treatment of this remarkable group of 
infections is given here in a strikingly effec- 
tive and interesting manner. In this splen- 
did and timely essay Meyer has not only 


ently resurrected old principles by which wound infec- 

tions, due to earth and dirt contamination, can be 

prevented or cured. It is now recognized that three, 
possibly four, sporulating anaerobes—B. tetani, B. welchii, 
Vibrion septique, and B. oedematiens—may provoke some of the 
most dreaded infections. Frequently, these bacteria act together, 
and through their combined effect produce the symptom com- 
plex of gas gangrene. On the other hand, B. tetani frequently 
acts independently; it remains the dominant factor in accidental 
injuries and, therefore, deserves first consideration. 


Riau experimental and biological studies have appar- 


PROPHYLAXIS OF TETANUS AND GAS GANGRENE 


In 1922, W. J. Stone * of Pasadena reported his observations 
on forty-nine patients with tetanus who were admitted to 
the Los Angeles County Hospital during the interval from 
March 22, 1916, to December 7, 1921. His very interesting 


report indicated a high incidence of tetanus in the southern part 
of California which deserved further investigation. Prior to 
1922 an examination of soil specimens collected from the South, 
in connection with another problem, showed that the spores of 
B. tetani were quite common in the soil of the region surround- 
ing Los Angeles. Specimens of earth collected from other parts 
of the state gave, with one or two exceptions, negative findings. 
It appeared of interest to determine, if possible, the relation- 
ship of the soil contamination to the incidence of human tetanus. 
The State Board of Health has collected, since June, 1922, detailed histories of the reported cases of 
tetanus. We are greatly indebted to Miss Ida May Stevens, Assistant Epidemiologist of the State 
Board of Health for the painstaking collection of the data which she has recently turned over to us for 
analysis. Although the reports were mainly intended for a study of the distribution of the cases and the 
types of the injuries which were responsible for tetanus, a scrutiny of the data revealed the existence 
of conditions which cannot be ignored. Since this presentation deals with a general subject and not with 
tetanus alone, a few of the most significant points intended for discussion are summarized in Tables | and II. 


Tetanus is more common in the southern and central than in the northern part of California. Over 
50 per cent of the 148 cases reported during the interval between June, 1922, and March, 1925, occurred 
in the region below the Tehachapi and in the vicinity of Los Angeles, while in the central and northern 
part persons contracted their infections mainly in the San Joaquin and the southern part of the Sac- 
ramento Valley. The data are not sufficiently complete to conclude definitely that a seasonal incidence 
prevails. There is a definite tendency for more tetanus cases to be reported during July, August, Sep- 
tember, and October than during January, February, March, and April. This may be due either to 
the difference in the temperature, to greater exposure to dust, or it may result from an increased con- 
sumption of food used in an uncooked state and which has directly or indirectly been in contact with 
the earth. In this connection it is well known that the more tropical the climate the greater the inci- 


“briefed” our knowledge of the subject in an 
authoritative and attractive manner, but he 
has led us to the mountaintop and unfolded 
an inspirational view of possibilities to us. 

There is a message here for every physi- 
cian, and I wish we had a “rewrite” of it 
suited to the public—Eniror. 


*Karl F. Meyer, San Francisco, Ph. D. University of Zurich. Practice limited to research. Hospital connections: 
University of California Hospital. Appointments: Professor of Bacteriology, University of California; Director of Hooper 
Foundation. Publications: Approximately 100 publications, mostly in Journal of Infectious Diseases. 
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TABLE I 


Distribution of 148 Cases of Tetanus in California 


Children 


5-9 
5M. 
1F. 
7M. 
3F. 

13M. 
3F. 
1M. 
1F. 


Year 
(July-December) 


10-14 
2M. 


3M. 
1F. 
7M. 
1F. 


1922 


1923 


words, does it specifically destroy one or all types 
of wound bacteria? 


The most difficult and most complicated experi- 
mental conditions were chosen for the first series 
of experiments. Brunner, who recalled from his 
practice the many deaths and amputations which 
followed injuries contaminated with soil, studied 
this type of infection on animals. Probably influ- 
enced by Schimmelbusch, Gottstein, Lebsche,’' and 
others, he attempted to prevent the development of 
tetanus and gas gangrene in guinea pigs, by either 
applying the antiseptic simultaneously or after a 
lapse of from three to eighteen hours. In a large 
series of animals a cut 3 to 4 centimeters long was 
made through the skin and muscles of the back. A 
definite amount of dried soil, which contained the 
spores of B. tetani, Vibrion septique, and other in- 
testinal organisms in known quantities was rubbed 
thoroughly into the wound. The guinea pigs were 
subsequently treated for varying periods with anti- 
septic solutions or powders. A number of prepara- 
tions prevented the development of a disease or pro- 
duced complete cures. Iodin in the form of the off- 
cial tincture, or preferably 5 per cent iodin in 70 
per cent alcohol, iodoform, and especially isoform, 
exhibited remarkably preventive properties against 
soil infections. In the first experiments guinea pigs 
were saved six hours after the injury was made. In 
later tests with isoform a number of animals treated 
on the eighteenth hour after the wound contami- 
nation recovered. One per cent iodin trichloride 
was preventive up to the third, pyoctanin (methyl- 
violet) up to the ninth hour, while Dakin’s solu- 
tion acted only when applied simultaneously with 
the infectious earth. Dichloramine was apparently 
not tested. 


Brunner, Von Gonzenbach, and Ritter have care- 
fully studied the manner and the mode of action 
of the iodin by combining the animal experiments 
in vitro tests and by careful histological studies. 
They concluded that the iodin is anti-infectious, not 
by destroying, but by detoxifying and by inhibiting 
the growth of the spores and by stimulating the 
defensive mechanism of the wound tissues. The 
latter function is probably a very important one, 
since it is well known that non-specific irritation 
of the mesodermal tissues calls forth a group of 
cells, which, in the light of recent studies on local 
immunity, is recognized as particularly active in 
removing invasive bacteria. Such a mechanism was 


10M.; 6F. 
14M.; 2F. 
20M.; 7F. 


2F.; 4M. 


Adults Prophylactic 


antitoxin Antitoxin 
treatment Northern Central Southern treatment Mortality 


0 2 10 17 24 17.1% 
1 1 15 28 78.2% 


«/0 
3 4 $ 32 66.6% 


0 


probably responsible for the successes reported in 
some of their experiments conducted with anthrax 
spores. Guinea pigs infected by the same _ proce- 
dures, with anthrax spores instead of soil, were 
saved when 1 per cent iodin alcohol was applied 
not later than the seventh hour after the infection. 
Since B. anthracis produces no definitely demon- 
strable toxins, the experimental results cannot be 
attributed to any particular detoxifying action of 
the iodin, but are probably due to the bacteriostatic 
properties of the drug which constantly emanate 
from the deposits formed on the living tissues. This 
storage is responsible for the prolonged and pene- 
trating action, which is characteristic for iodin. 
Furthermore, the chemical is pan-therapeutic, it acts 
on aerobes as well as on anaerobes. Brunner and 
Von Gonzenbach furnish, for the first time, experi- 
mental proof that prophylactic and preventive anti- 
sepsis can be accomplished. In fact, Brunner reports 
some very striking preventions of human wound in- 
fections which he had an opportunity to observe in 
his extensive rural hospital practice. 


These experimental studies and clinical observa- 
tions should again restore confidence in the prophy- 
lactic use of alcoholic iodin solutions. During the 
war this chemical was condemned because it exhib- 
ited little or no penetrating properties, and since 
it failed to sterilize devitalized tissues or to free 
suppurating wounds from streptococci. There is 
still the fear of iodin idiosyncrasy, which, although 
exceptionally rare, may produce in a patient symp- 
toms ranging from local lesions to death. 

Brunner and Von Gonzenbach have shown that 
the antiseptic effect of iodin is less in the presence 
of necrotic or devitalized tissues, but they failed to 
find any other preparation which under the condi- 
tions of the experiment would act prophylactically 
as well as iodin. They freely admit that, for the 
treatment of wounds with necroses, Dakin’s solu- 
tion cannot be displaced, although the preparation 
when used as a preventive is unsatisfactory. 

In a recent paper Brunner '° discusses the value 
ofa few of the newer antiseptics as preventive and 
curative wound disinfectants. In carefully planned 
experiments he tested vuzin (quinine alkaloid), 
trypaflavin (diamino-methyl acridine chloride), and 
rivanol (two ethyoxy-diamino acridine) in solutions, 
powders, and even in form of deep-tissue injections, 
according to the principles suggested by Klapp '° and 
Morgenroth. His conclusions are of such impor- 
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TABLE II 


Types of Injury Responsible for Tetanus in 148 Cases 


July- 


Jan.- 
Dec. Mar. 
1922 1923 1924 1925 


Punctures on feet and limbs due to— 
(a) Nails and wires... ; ae 1 1 
(b) Splinters or slivers 7 ‘ iain 
(c) Toy harpoon or hook 
(d) Fence post ..... 
(e) Safety-pin ......... 


Punctures on hands and arms due to— 
(a) Splinters, slivers or thorns........ 
(b) Barbed wire .... ; 

(c) Hypodermic needle 


Punctures on head 


Lacerations on— 
(a) Fingers 
(b) Head and face 
(c) Limbs and feet 


Contusions of— 
(a) Toes . 
(b) Fingers 
(c) Leg ulcer . 


Compound fractures 
(a) Radius 
(b) Fingers 
(c) Femur 
(d) Toes 
(e) Nose . 


Blisters on heels 


Burns— 
(a) 2nd degree 
(b) Electrical 


Gunshot wounds siaiiais 

Injury to mucous membrane of nose 
due to newspaper . 

Infected umbilicus 

Criminal abortion 


| oI 


~ Tl lel 


| com 


Operations— 


Hysterectomy 
Gastro-enterostomy 
Hernia . 
Amputation of foot 
Tubercular hip 
Curettage 
Vaccination 
Unknown . 


(sarcoma).... 


ee om eee 


Pellelttl 


Total 148 cases 


to 
= 
— 
- 


tance that it appears justifiable to detail the essen- 
tial points. Trypaflavin and rivanol are interesting 
antiseptics with pronounced elective action on strep- 
tococci, less on staphylococci. Rivanol is less toxic 
than trypaflavin and possesses protective properties 
when used in powder form. Both exhibit anti- 
mycotic action when used as surface disinfectants, 
but their effect is frequently restricted on the coc- 
cal flora, leaving the gas gangree bacteria unaf- 
fected. As disinfectants for wounds already infected, 
rivanol, trypaflavin, and vuzin failed to surpass 
iodin; an exception is made in the lesions specifically 
invaded by streptococci. When used as a deep-tissue 
antiseptic, it was noted that the usual concentration 
of rivanol (1:1000) was insufficient; concentration 
of 1:400, on the other hand, produced extensive 
necrosis and severe inflammatory processes. The 
necroses are saturated by the dyes, and as such act 
as storage places for the disinfectant. In combina- 
tion with the tissue reaction—extensive lymph and 
cellular immigration—the disinfectant may arrest an 
infection, but the same result with little or no necro- 
sis has also been secured with iodin-alcohol. The 
two disinfectants, vuzin and rivanol, when tested 
clinically failed utterly—even when used in concen- 
trations (1:400), which produced profound and 
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painful necroses. The only promising preparation 
is trypaflavin, which gave clinically similar results 
to those reported by the English workers during 
the war. 


It cannot be denied that the experimental studies 
of Brunner indicate the means which must be chosen 
in order to evaluate a new antiseptic. Probably 
very few would stand this rigid test. Even the now 
famous mercurochrome would fail in this respect. 
Since Brunner’s results have demonstrated the great 
prophylactic value of iodin solution, it is imperative 
that the prophylaxis of tetanus should include iodini- 
zation of the punctures, etc., provided they are not 
too large and favor intensive absorption. It may be 
advisable to instruct the laity that iodin alone, and 
not any other brownish-colored antiseptic, is of 
value in the prevention of lockjaw. Carbolic acid is 
still used, since Bacelli recommended it in the treat- 
ment of tetanus, although Sir David Bruce says in 
one of his reports: ““There is no evidence that bene- 
fit accrued to the cases treated by carbolic acid and 
magnesium sulfate injections.” Prophylactically, 
carbolic acid is of no value. Embelton and Thiele '* 
found that when the wound on a guinea pig artifi- 
cially infected with tetanus spores and swabbed with 
carbolic acid 1-20 in two minutes, the animal was 
not protected. Rather than trust to antiseptics, a 
much more important step is the wound examina- 
tion, the excision, if necessary, and the serum pro- 
phylaxis. 

Before leaving this subject a few words should 
be said concerning the possible value of Pilcher’s ** 
quinine-hydrochloric — acetic acid — formol-alcohol 
solution in the treatment of gas gangrene. This prep- 
aration is exceedingly interesting from many points 
of view. According to the published clinical records, 
it is quite actively inhibitive and destructive to both 
aerobic and anaerobic bacteria, quite unirritating, 
perfectly stable, easy of preparation, and mildly 
deodorant. It apparently causes a definite flow of 
fluids from the tissues into the wound, reduces the 
oedema and leads to a cessation of pain. The solu- 
tion is suitable for immediate use (after surgical 
debridement) ; it is applied in the same manner as 
Dakin’s solution. Pilcher has not only employed it 
on cases of gas gangrene, but found it exceedingly 
useful in the treatment of carbuncles, impetigo, and 
in all instances of cellulitis. There is no doubt that 
the solution has great antiseptic properties. Several 
preparations tested by us had a hydrogen-ion con- 
centration of P, 2.0 to 2.2. When mixed with 
serum or blood the P,, changed to 4.0 to 4.2, which 
would indicate that even in the wound the solution 
produces a reaction which is not only inhibitive, but 
destructive for most of the anaerobes responsible 
for gas gangrene. Wolf and Harris,’* as early as 
1917, suggested the treatment of local anaerobic in- 
fections by means of acid solutions. The choice of 
hydrochloric and acetic acids as a part of the solu- 
tions is excellent. Some of our experiments on the 
influence of acids on anaerobes indicate that acetic 
acid has a specific action on the spores of most of the 
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pathogenic gas gangrene bacteria. Gram negative 
rods and cocci are readily inhibited and destroyed 
by the solution even in the presence of serum. In 
this respect the preparation is exceptionally pan- 
therapeutic. The stimulation of the inflammatory 
processes is another significant property which can- 
not be underestimated. In fact, viewed critically 
from every aspect, Pilcher’s solution appears as an 
excellent, inexpensive wound antiseptic which can 
be trusted, and if used early will probably prevent 


cases of gas gangrene with all their serious conse- 
quences. 


SPECIFIC “VACCINE DRESSINGS” IN THE 
TREATMENT OF WOUNDS 


The treatment of wounds by vaccine has been 
practiced with varying results. Since Bazy?® has 
discussed this subject at length in a recent publica- 
tion, readily accessible to every surgeon, a fur- 
ther consideration appears superfluous, and we will 
merely give an analysis of the specific “vaccine dress- 
ings,” as proposed by Besredka*® in 1924. In his 
studies on tissue immunity this French worker found 
that, among the various routes which he chose to 
inject guinea pigs with streptococcic and staphylo- 
coccic vaccines, the cutaneous application produced 
the most effective immunity. He reasoned that if 
this is the case the impregnation of the skin with 
vaccine-dressings should accomplish the same results. 
Subsequent laboratory and clinical tests proved his 
reasoning to be correct. Guinea pigs shaven on the 
abdomen and wrapped for twenty-four hours in 
dressings soaked with vaccines proved resistant to 
intracutaneous and subcutaneous injections of viru- 
lent staphylococci or streptococci. Although no local 
reactions were noticeable, the immunity was far 
greater than that provoked by the subcutaneous in- 
jection which caused considerable induration and 
general reaction. In order to render the vaccine 
more readily absorbable, Besredka replaced the heat- 
killed vaccines by cultures which were filtered on 
the seventh day of incubation through a Chamber- 
land candle. These sterile filtrates contain a so- 
called “anti-virus” or inhibitive substance which 
arrests the growth of the micro-organisms and prob- 
ably stimulates the development of a local immunity. 
These very interesting observations have been ap- 
plied to the treatment of surgical infections. Bes- 
redka reports on the successful local vaccine therapy 
of cases of otitis externa, osteomyelitis, pleural fis- 
tulae, etc., while Bass, Soupault, and Brouet 2" 
treated, with gratifying results, approximately thirty 
cases of lymphangitis, deep and superficial wounds 
with fistular tracts, furuncles, abscesses, osteomye- 
litis, anthrax, etc.; vaccines, eight-days old cultures, 
filtered through candles and applied in form of 
dressings or instillation were employed. In a few 
instances intra-dermic deep injections were also prac- 
ticed. A critical perusal of the case histories con- 
veys the impression that this mode of treatment is 
harmless, but exceedingly beneficial. It certainly 
should be tried more extensively and the findings 
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reported at an early date, in order that it can be 
introduced into general surgical practice. 
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Perineal Prostatectomy — Twenty-five years of ex- 


perience with perineal prostatectomy has convinced 
Parker Syms, New York (Journal A. M. A.), that it is 
the operation of choice rather than suprapubic prosta- 
tectomy. In his opinion, the two-stage operation should 
not be resorted to as a routine. It should be reserved for 
cases in which it is needed; and when it is employed, the 
bladder drainage should be through the perineum and not 
through a suprapubic cystotomy. Repeated blood exami- 
nations and kidney function tests should be made, and 
when the patient appears to be at his optimum, if his 
condition may be considered reasonably satisfactory, one 
can proceed with the prostatectomy with little anxiety; 
for median perineal prostatectomy, under sacral anes- 
thesia, entails very little risk. Thoroughly satisfactory 
anesthesia can be produced in nearly 100 per cent of the 
cases by the simple injection of a proper solution of 
procaine into the sacral canal. If found necessary, 
parasacral injections can be supplemented. Syms makes 
a median perineal section, with vertical incisions through 
the prostatic sheath on either side, enucleating first one 
lobe and then the other. Hugh Young’s tractor is used to 
bring the gland within easy reach and only a small 
perineal catheter is inserted, with a small loose packing 
in the prostate sheath. Bladder irrigation is scarcely ever 
done. The final functional results, as far as the bladder is 
concerned, Syms says are as good as those following 
suprapubic prostatectomy, if not better. As to convales- 
cence, there can be no comparison, as to both brevity and 
comfort. Patients are out of bed within from twenty-four 
to forty-eight hours after operation; they have bladder 
control and are able to go about in comfort within a week. 


Publicity Shapes Public Opinion—“There are few 
who will deny,” says American Medicine editorially, 
“the truth of Terry’s contention (CALIFORNIA AND WEST- 
ERN MeEpIcINE, November, 1925) when he says public 
opinion is the most potent force in putting ‘over’ or put- 


ting ‘under’ any movement. Public opinion cannot be 
reduced to charts, curves and cycles, but it can be fairly 
well gauged by a student of publicity who can diagnose 
its trends and who has newspaper experience in analyzing 
its growth, climax and decline, and can interpret the 
behavior of crowds. ‘The most powerful molder of 
public opinion is publicity, and it can be made the 
strongest ally of scientific medicine. There is plenty of 
evidence that the misrepresentation and misinformation 
that is constantly being spread by anti-scientific groups 
in scores of magazines and hundreds of newspapers is 
undermining public confidence in scientific medicine. Busy 
doctors have been so preoccupied and so self-satisfied 
that they have overlooked the trouble-making possibilities 
of the cults and their growing capacity to handicap and 
hinder the practice and progress of medicine.” 
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CHANGES IN BLOOD SERUM CALCIUM FOLLOWING THE 
ADMINISTRATION OF PARATHYROID EXTRACT 


By James W. SHERRILL,* M. D., ANp E. F. F. Copp,* M. D. 
(From The Scripps’ Metabolic Clinic, La Jolla, California) 


DITORIAL NOTE—The important re- 

search by Doctors Sherrill and Copp of 
the Scripps Metabolic Clinic is so timely that 
the date of publication is advanced. The 
work was presented at the annual dinner of 
the San Diego County Medical Society De- 
cember 9, 1925. 


HE recent announcement by Collip*?* of the extrac- 

tion of a parathyroid hormone, which prevents parathy- 

roid tetany and regulates the level of blood calcium, 

adds greatly to our knowledge of the glands of internal 
secretion. From experimental data thus far obtained, the 
extract is as specific in parathyroid insufficiency as insulin has 
proved to be in pancreatic insufficiency. Previous to the work of 
Collip, numerous reports of beneficial effects following the use 
of parathyroid extract have occurred in the literature, but with the exception of the work of Hanson *# 
the majority are rather unconvincing. There is little doubt but that Hanson isolated the hormone and 
reported the method of preparation previous to the publications of Collip. However, not until recently ® 
did he demonstrate the calcium regulating effect of the extract. 


The discovery of the parathyroid glands belongs to Sandstrom (1880), although he did not describe 
the histological differences between the parathyroids and the thyroid. He believed that the small bodies 
which he noted were simply embryonic remnants of thyroid tissue. Gley, in 1891, rediscovered the para- 
thyroids. He attributed death following thyroidectomy to the removal of the parathyroids, rather than 
to the removal of the thyroid tissue. As early as 1834 Raynard described early fatality coincident with 
the removal of the thyroid gland. Two Italian investigators, Vassle and Generali, in 1896 were the 
first to demonstrate the relation between the parthyroid glands and tetany. 


Tetany may be described as a peculiar hyper-excitability of the nervous system (sensory, motor, autono- 
mic). We are indebted to Clark and Kellie for the first clinical description of the condition. In 1815 
they observed laryngospasm, rigidity of the extremities and tonic spasms in children, and other classical 
signs which occur in tetany. Similar clinical signs were described by Steinheim in 1831, and by Dance in 
1831. Certain responses of the motor nerves are demonstrable by electrical and mechanical stimulation 
in tetany. Trosseau, in 1864, showed that the typical attitude of “obstetrical” hand occurred when a 
constricting band was applied about the upper arm to obstruct the flow of blood through the brachial 
artery. Chvostek showed that tapping the facial nerve caused contractions of the muscles of the corre- 
sponding side of the face, and Erb demonstrated increased electrical. excitability of the motor nerves. 
The excitability can be determined, particularly with the kathodal opening contraction. In tetany con- 


tractions can be obtained upon application of currents below 5 milliamperes, whereas, in normal indi- 
viduals much stronger currents are required. 


The importance of mineral substances in tetany probably begins with the work of Sabbatini.® In 
1901 he called attention to the antagonistic relation between calcium and sodium salts. When calcium 
solutions were applied to the surface of the brain electrical excitability was reduced; while sodium solu- 
tions had the reverse effect. He mentioned the fact that calcium preparations might be of value in epi- 
lepsy. Loeb,’ in 1902, demonstrated that when solutions which precipitate calcium were injected into 
animals, thereby reducing the amount of available calcium present, marked hyper-excitability occurred. 
MacCallum and Voegtlein,® in 1909, demonstrated the existing relation between calcium and hyper-excit- 
ability of nervous tissue. The withdrawal of calcium caused hyper-excitability, which was relieved when 
calcium was supplied. They formulated the theory that tetany was due to calcium deficiency, and showed 
that injections of calcium relieved tetany in parathyroidectomized dogs. 


Howland and Marriott ® made determinations of serum calcium in normal children, rickets, idio- 
pathic tetany, and convulsions. Sixteen normal children showed serum calcium values ranging from 9.2 
to 11.2 milligrams per 100 cc., and twenty-one children with rickets from 8.8 to 10.7 milligrams per 
100 cc., with a general average of 9.4. They showed rickets to be independent of tetany. Low calcium 
values were found in all cases of active tetany. In eighteen cases of idiopathic tetany the serum calcium 
ranged from 4.5 to 6.8, with a general average of 5.6. They did not find retention of inorganic phos- 


*James W. Sherrill (La Jolla, California), M. D., Johns Hopkins University. Practice limited to Diseases of Meta- 
bolism. Hospital connections: Director, Scripps Metabolic Clinic, La Jolla, California. Publications: ‘‘Chemical Studies 
of Edema,” with F. M. Allen (Jr. Ass’n Amer. Phys. 1920); ‘Clinical Observations Concerning Progressiveness of Dia- 
betes” (Jr. Metabolic Research, vol. I, 5; 667, 1922); ‘“‘The Diagnosis of Latent or Incipient Diabetes’ (J. A. M. A., 77, 
1779, Dec., 1921); ‘“‘The Treatment of Combined Diabetes and Nephritis,’’ with F. M. Allen (J. A. M. A., 75, 444, 1920); 
“Experiments on Carbohydrate Metabolism and Diabetes,’’ with Henry J. John (Jour. Metab. Resch., I, 109, 1920); 
“Clinical Observations on Treatment and Progress in Diabetes,’’ James W. Sherrill and F. M. Allen (Jr. Metab. Resch., 
2, 803, 1922); ‘“‘The Influence of Carbohydrate and Protein on Diabetes and the Insulin Requirement’? (Jour. Metab. 
Resch., 3, 13, 1923); ‘“‘The Treatment of Arterial Hypertension,’ with Frederick M. Allen (Jour. Metab. Resch., 2, 429, 
1922); ‘Progress of Potentially Diabetic Persons in Relation to Dietary Control’? (Med. Clinics N. Amer., 6, 465, 1922); 
‘““Metabolic Observations in Psychiatric Conditions,’’ James W. Sherrill (Jr. Metab. Resch., 5, 128, 1924). 


*E. F. F. Copp (La Jolla, California), M. B. from University of Toronto, 1923. Associated with Banting in early 
experiments with insulin: Christie Street Military Hospital, Toronto; with F. M. Allen one year. Practice limited to 
research and diseases of metabolism. Hospital connections: Scripps Metabolic Clinic. Appointments: Resident physi- 
cian Scripps Metabolic Clinic. Publications: ‘‘Restoration of Hydropically Degenerated Cells of the Pancreatic Islands 
in Dogs Under Insulin Treatment”? (Journal of Metabolic Research, vol. 4, Nos. 3-4). 
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Thyroparathyroidectomized dog. Demonstrating fluctuations in blood serum calcium upon the withdrawal and 


the administration of parathyroid extract. 
low blood serum calcium. 
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38.1 


This table also well illustrates the appearance of tetany co-incident with 


NaCl 
626 


Para- 
thyroid 
Extract 

Units 


REMARKS 


Before operation. 
Thyroparathyroidectomy. 


Good condition. Ate bread. 


Mild muscular contractions. 

Muscular spasm and convulsive seizures. 
Convulsive seizures increasing. 

Convulsive seizures typical of severe tetany. 
Laryngospasm. Spasm of diaphragmatic muscles. 
Dyspnoea. Unable to stand. 

Unable to stand. 


Breathing much quieter. Apparently sleeping. 
Tetany ceased. Breathing normal. Drinks water. 


No symptoms. 
No symptoms. 
Takes meat, bread, milk, but with difficulty in 
swallowing. Few twitches of abdominal muscles. 


Eats normally. No tetany. 
Few fine tremors, abdominal muscles. 


Good condition. 
Fed meat and bone. 


No tremors. 


A few slight tremors. 
Given bread and butter. 


Normal. 


Chattering of teeth. Twitching of muscles of 
head and neck when stimulated or excited. 


Tetany when cold or stimulated. Spastic gait. 
Tetany of right hind leg and jaw muscles. 


Few minor twitches. ; ; 
Tetany on exertion and when in cold draft. 
No symptoms. 


One slight shaking spell. 
Normal. 
Normal. 


No evidence of tetany. 


No tetany. 


No tetany. 


Refuses food. 


Refuses food. 
Lacks usual vigor. 
Rather drowsy. 


Dog is brighter. Eats and drinks fairly well. 
Lively, eats biscuits greedily. 


Dog is quite bright and eats well. 
Dog quite active. 

Acts normally. 

Shows no evidence of tetany. 
Eats and looks well. 


Normal. 


Chattering of teeth. Lack of usual co-ordina- 
tion of muscles. Fell down on attempting to 
jump. 

Signs of tetany reappearing. Spasm of right 
hind leg muscles. Jaw muscles fibrillary 
twitching. 


Muscle twitching worse. Will not eat. 


Has tetany in moderate degree. Clotting time 
of blood is five minutes. 

Particularly bad on awakening from several 
hours’ nap. 

Muscular twitchings less marked. Ate large 
amount of food. 
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TABLE I—(Continued) 


Red 

Cell 
Volume 
Per Cent 


Blood 
Serum 


Calcium NaCl 


2:00 


a 

Pp 
9:00 a. 
12:30 p 


phates associated with the low calcium values. Seven 
cases of convulsions not due to tetany, such as 
epilepsy, mental deficiency, etc., showed normal cal- 
cium of 9 to 11 milligrams per 100 cc. 

Tetany occurs in several different types of clinical 
conditions, and can be produced by several measures. 
It is most commonly seen in association with rickets. 
The most classical signs are seen in idiopathic 
tetany, and in this condition the typically low serum 
calcium values are found. The administration of 
large amounts of sodium bicarbonate *® has been 
known to produce attacks of tetany. Grant and 
Goldman* produced tetany experimentally in 
normal individuals by means of forced respiration. 
In twenty-one experiments the subject breathed as 
deeply as possible at the rate of fourteen times per 
minute. Symptoms of tetany developed in all the 
experiments in from 15 to 60 minutes, and the 
common signs, carpopedal spasm, Erb’s, Chvostek’s, 
and Trousseau’s signs could be elicited in most of 
the cases. In one experiment a typical tetanic con- 
vulsion occurred. ‘They explained tetany on the 
basis of alkalosis, produced by washing out carbon 
dioxide from the alveoli, thereby reducing the car- 
bon dioxide content of the blood, so tending to make 
the blood alkaline. They did not study the changes 
in blood calcium to any extent. A number of investi- 
gators, particularly Patton, Findlay, and Burns,’* 
in 1916 attributed the occurrence of tetany to the 
toxic effect of guanidine and methylguanidin. Al- 
though symptoms of tetany may be produced by in- 
jections of the salts of guanidin and methylguanidin, 
the position of these investigators seems untenable 
in the light of present knowledge of the disease, 
especially so, considering the researches to the con- 
trary by Greenwald.** 

Of all the chemical components of the blood, cal- 
cium is probably the most constant. Its level is little 
affected by the usual factors which frequently affect 
the other constituents, such as disease, rest, exercise, 
food, and diet. The normal blood serum calcium 
ranges from 9.4 to 10.4 mg. per 100 cc. In only one 
condition, viz., tetany, is it affected to any extent. 
From a number of reliable sources it has been re- 


Para- 
thyroid 


Extract 


Units REMARKS 


5 Slight tremor. Good condition. Blood clotting 
time in capillary tube four to five minutes. 


Dog appears normal. 


Slightly spastic in legs. 


J Eats well and prac- 
tically normal. 


More rigidity than yesterday. 


Temporal muscles twitching. Slight spastic gait. 


Chronic tetany. 


Slight spasticity of masseter muscles. Dog quite 
bright. 


Some spasticity of thigh muscles. 
of other muscles. 
Tremors of muscles increased. 


Slight tremor 


Increased spasticity of all muscles. 


10 Muscles of neck rigid. Swallows with difficulty. 


ported to be as low as 4.4 mg. per 100 ce. in this 
disease. For the analysis of calcium we have used 
the micro method of Kramer and Tisdall '* without 
modification. The parathyroid hormone has a lim- 
ited clinical application, because of the infrequent 
occurrence of diseases due to parathyroid insuff- 
ciency. 

It is well known that the complete removal of all 
parathyroid tissue in dogs results in death within 
two to five days. Death is due to tetany, which 
begins gradually with hyper-excitability, muscular 
twitchings, fibrillary quivering, spasticity of the 
limbs, and finally leads to powerful clonic spasms 
and convulsions. In the late stages the laryngeal 
muscles and the muscles of deglutition are involved, 
and death finally results from respiratory failure. 
The administration of calcium salts affects, to some 
extent, the onset and progress. Serum calcium of 
dogs is distinctly higher than in the human. We 
consider 10 mg. to 12 mg. as normal. 

The administration of calcium, either by mouth 
or intravenously, delays the onset of tetany in para- 
thyroidectomized dogs, but they succumb after a 
short time. The injection of large amounts of fluid 
to promote diuresis also prevents the symptoms of 
tetany. Luckhardt and Rosenbloom ** were able to 
keep parathyroidectomized dogs alive for four to six 
weeks, simply by injecting large amounts of saline 
intravenously every day. They injected 33 cc. per 
kilo body weight at each injection. Tetany appeared 
when the injections were discontinued. They found 
that it was not necessary to administer calcium, 
provided diuresis was kept up by water alone. 

The effective action of the recently discovered 
parathyroid extract can be specifically demonstrated 
in thyroparathyroidectomized dogs. It controls tet- 
any promptly and we have been able to keep para- 
thyroidectomized dogs alive for over two months. 
Collip has kept several alive for over five months. 
A unit of extract is considered as 1/100 of the 
amount of material which will produce an increase 
of 5 mg. in the serum calcium of a dog weighing 
20 kilos within a period of fifteen hours. The rapid 
recovery from tetanic convulsions following the ad- 
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TABLE II 
Hypercalcemia produced in a normal dog with overdoses of parathyroid extract. 
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ministration of the extract is as remarkable as the 
recovery of a diabetic patient from deep coma fol- 
lowing insulin therapy. We have seen many dogs 
in the severest forms of terminal convulsions re- 


stored to normal three to four hours after receiving 
the extract. The signs disappear in reverse order 
from that in which they appeared. We have not 
determined just how low the blood calcium may fall 
in terminal stages before reversible reaction is im- 


possible. Reversible reaction is still possible with 
serum calcium values as low as 5.2 mg. per 100 
cc.—the lowest figure we have yet encountered. It 
may be assumed that removal of the parathyroids 
lowers the threshold for calcium, and in this regard 
calcium is the only chemical element of the blood 
which is affected. We have not been able to detect 
changes in chloride, sugar, creatinine, urea or CO:; 
other than alterations due to fluctuations in blood 
concentration. 

We are including in this publication only two 
charts, selected from a large number of experiments. 
These illustrate practically all of the cardinal 
changes following the use of parathyroid extract. 

The relative constancy of the level of serum cal- 
cium at which signs of tetany appear, in the same 
dog as well as in the species as a whole, is very strik- 
ing. When the level falls to 7 mg. per 109 cc. signs 
usually appear, and there is a progressive increase 
in the condition as lower levels are reached. Sev- 
eral dogs in which we failed to remove all the para- 
thyroid tissue developed mild chronic tetany, result- 
ing in minor signs, such as slight spastic gait, mus- 
cular twitchings, associated with constantly low 
serum calcium of 7 to 8 mg. per 100 cc. The man- 
ner in which tetany appeared when the calcium fell 
below 7 mg., and disappeared when increased above 
this figure, by means of the extract, is shown very 
distinctly in Table I. It is possible for animals to 


oreo 


Normal. 


Normal. 


No appetite. Stupid. 
No appetite. 
Dog has vomited during night. 


Not nearly so 
lively. 


Dog attempts to vomit. 
Vomits. 


Vomited, stupid, not responsive. 
Diarrhea. Hematemesis of 250 c.c. 
eat. Very drowsy. 

Restless, eyes dull, respiration quick and very 
audible. Keeps reclining position, whines. 


Died. 


Refuses to 


be entirely symptom-free, with low values of 5.5 to 
6 mg., but this is the exception rather than the rule. 
Occasionally, we have observed clinical signs after 
the calcium had been elevated to 9 mg. or more, 
but this is also unusual. The blood calcium changes 
only very slowly after extract is given. Clinical im- 
provement may occur before there is appreciable 
change in the serum calcium, as shown in Table I. 
The dog had severe convulsions when the blood cal- 
cium was 6.2 mg. per 100 cc., and the administra- 
tion of 25 units of extract restored the dog to nor- 
mal within a period of four hours, but during this 
time the blood calcium was elevated only .6 mg. 

Small divided doses of extract administered at 
frequent intervals are more beneficial in elevating 
the calcium than a single dose. Pyramiding doses 
at intervals of a few hours raises the calcium rap- 
idly. This is shown very distinctly in Table II. It 
will be seen that the repeated administration of 
5 units of parathyroid extract on September 26 
and 27 in Dog No. 2 brought about a rapid in- 
crease, while in Dog No. 1, 5 units of extract daily 
on October 12, 13, and 14 brought about very little 
change. The duration of elevation depends on a 
number of factors, such as body weight; height of 
blood calcium at the time of injection and upon the 
dose of extract administered. Relation of the size of 
the dose injected to the body weight is more impor- 
tant than in the administration of insulin. For in- 
stance, we have seen 20 units of parathyroid extract 
raise the blood calcium of a baby, weighing 17 kilos 
from 12 mg. per 100 cc. to 15.5 mg. per 100 cc. 
within a period of eight hours, whereas the injec- 
tion of a similar dose to an individual weighing 
75 kilos increased the serum calcium from 10 mg. 
per 100 cc. to only 10.2 mg. per 100 cc. in a similar 
length of time. 

Collip* described a condition of hyper-calcemia 
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TABLE III 


Changes in blood serum calcium, coagulation time and red cell volume in various types of clinical conditions. 
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following overdosage of parathyroid extract. It is a 
very simple matter to produce hyper-calcemia by 
overdosage, and in our clinical work we have been 
very cautious in its use. Definite symptoms follow 
overdosage in dogs. The earliest and most frequent 
finding is stupor. The dog becomes listless and 
makes very little effort to move or to notice his sur- 
roundings. Anorexia soon develops. They cannot 
be encouraged to take either food or water. As the 
calcium is further increased, vomiting occurs and 
is very persistent. If water or food is administered 
by mouth during this period, vomiting promptly en- 
sues. Later, hematemesis and bloody diarrhea occur. 
If the extract is discontinued as soon as vomiting 
occurs, the dogs recover, but we have found no 
beneficial therapeutic measures after hematemesis 
begins and the animals die within a few hours. We 
have been able to produce hyper-calcemia i para- 
thyroidectomized dogs as easily as in normal dogs. 
When large amounts of extract are given to pro- 
duce hyper-calcemia the blood calcium can be in- 
creased to as much as 19 mg. per 100 cc. It seems 
that a plateau is reached when such concentration is 
produced, and further injections of large amounts 
of extract have not increased the blood calcium be- 
yond this point. This is shown very distinctly in 
a normal dog (Table II) when repeated doses of 
the preparation were administered. 


Changes in red cell volume have been small and 
irregular. We have not been able to associate defi- 
nite changes with parathyroid extract; neither has 
the blood volume borne any relation to the concen- 
tration of the blood calcium. We have noticed 
marked increase in the red cell volume in terminal 
stages of tetany, but these must be attributed to 
water loss through dehydration. Increases in the red 
cell volume during hyper-calcemia have been due to 
water loss through vomiting. 


The effect of various types of diet upon the pro- 
duction of tetany in parathyroidectomized dogs is 
a disputed question. Patton and Findlay ** have sup- 
ported the belief that meat-feeding induces attacks 
of tetany. Collip and Scott ? have offered evidence 
to the contrary, and our investigations support the 
findings of the later observers. 


The use of parathyroid extract will undoubtedly 


be of greatest value clinically in tetany, a condition 
which certainly cannot be classified as one of the 
common diseases. To date, the treatment of only 
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Mental deficiency with convulsions 
Epilepsy 

Gastric ulcer 

Neurosis 

Purpura haemorrhagica 
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one clear-cut case of tetany, with the new extract, 
has been reported '°: a case of chronic tetany fol- 
lowing surgical operation for thyroidectomy. Low 
serum calcium values of 5 mg. per 100 cc. were 
reported, and there was immediate benefit following 
the use of extract. There were the usual elevations 
in blood calcium after administration of the extract. 
The principal object of this paper is for reporting 
change in the blood serum calcium. We have fol- 
lowed calcium changes in clinical conditions in which 
we thought calcium metabolism might be theoreti- 
cally involved. Epilepsy and paralysis agitans de- 
served first consideration. Three cases of paralysis 
agitans were studied. Berkeley and Beebe *7 made a 
number of publications in which they reported benefit 
in paralysis agitans, following the use of parathy- 
roid preparations. Their reports were rather vague. 
On account of the depressing effect of calcium upon 
nerve irritability, it was hoped that the elevation 
of blood calcium, by means of the extract, would 
serve to reduce tremor in paralysis agitans. In all 
of our work we have been handicapped for lack 
of extract, and we realize that therapeutic benefit 
might result from the use of larger doses. The ma- 
terial used in all of these experiments was sent to us 
for standardization, and the term units is only rela- 
tive. In some of the earlier lots which we received 
we feel sure that the titre was considerably in excess 
of the theoretical amounts, as described by Collip. 
One of the three cases observed improved slightly, 
but in the other two no benefit whatever was noted. 
In the improved case muscle co-ordination was 
better, and he gained several pounds in body weight. 
The psychic state must, of course, be taken into con- 
sideration. In all three cases, blood calcium was 
elevated several milligrams, as shown in Table III. 


Hemophilia is one condition which especially de- 
serves thorough study, on account of the importance 
of calcium in blood coagulation. It is well known 
that in the absence of calcium blood will not clot. 
In hyper-calcemia in animals blood coagulates very 
quickly, and frequently it is almost impossible to 
obtain blood from the animals. This is due, in some 
measure, to the increase in the red cell volume. We 
have noticed decrease in coagulation time in two 
cases of hemophilia. In one instance it was decreased 
from 12% to 5 minutes after the administration 
of 70 units of parathyroid extract over a period of 
five days. In the second case clotting was reduced 
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from 744 to 5 minutes after injecting 35 units. In 
the three cases of hemophilia, decidedly low cal- 
cium values were found. Hypocalcemia has been 
reported in certain types of hemophilia,’* with de- 
crease in coagulation time after calcium adminis- 
tration. The changes in coagulation time are in all 
probability due to actual increase in the circulating 
calcium, rather than to utilization. 


The blood calcium changes in several cases of 
mental deficiency were studied. One patient, a child 
of 2% years, received 242 units of parathyroid 
extract over a period of thirty-three days. Ten units 
of extract twice daily for four days was sufficient 
to elevate the serum calcium from 10.2 mg. to 
15.4 mg. We continued to administer the extract 
in sufficient quantities to keep the serum calcium 
elevated to 12-14 mg. The child seemed depressed, 
and there was better muscle co-ordination during 
periods of hyper-calcemia; also, there was freedom 
from convulsions when the serum calcium was kept 
high. The slight benefit in this case was probably 
due to the decreased excitability incident to hyper- 
calcemia. In the other cases of mental deficiency 


no clinical changes were noted. Clinical results in 
epilepsy have also been negative. 
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We are indebted to Dr. A. L. Walters, Department of 
Experimental Medicine of the Eli Lilly Company of Indian- 
apolis, for advance supplies of parathyroid extract (para- 
thormone). 


“Public Health,” says the editor, Ohio State Medical 
Journal, “is firmly and permanently established as a 
principle; but we would be worse than foolish to assume 
that anything and everything masquerading under that 
banner had taken on virtue and value by merely assum- 
ing the “name.” Commercialized fads and frauds, so- 
called health-by-mail agencies, self-seeking advertising 
clinics and ‘services,’ expensive and impractical socialized 
schemes, are all exploiting the public health idea.” 
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REPORT OF FIFTY CASES OF DIABETES 
TREATED WITH INSULIN 


By Ben E. Grant,* M.D., Los Angeles 


(From the Department of Medicine, College of Medical 
Evangelists and White Memorial Hospital, 
Los Angeles) 


In the records of these fifty patients, we found that, 
with few exceptions, the dietetic regime was being ad- 
hered to very religiously. There was very seldom a di- 
gestive complaint ‘except a tendency to constipation, no 
doubt partially due, in some cases, to the excessive bulk 
found in a diabetic’s diet. 


Discussion by Bertnard Smith, Los Angeles; James W. 
Sherrill, La Jolla; W. D. Sansum, Santa Barbara. 


"THE object of this paper is to give some idea of 

the class of people, the symptoms, the complica- 
tions, the results obtained, and the present status of 
the first fifty diabetics treated with insulin at the 
White Memorial Hospital from May 21, 1923, to 
July 6, 1924. 


The average stay in the hospital was two weeks. 
Of the fifty patients under consideration, twelve 
were Jews. Among the diabetic patients entering 
more recently, there has been a still larger percent- 
age of Jews. 

The youngest patient in this list was 10 years 
old; the oldest, 75. The average age of the group 
was 52 years. Thirty were women, twenty were 
men. Six were standardized and sent home on a 
maintenance diet, without insulin. I mean by this 
that they were checked carefully as to tolerance for 
glucose by daily urine tests, careful diet restrictions, 
etc., and found able to handle a maintenance diet, 
without insulin. The rest were given insulin in 
order that they might have a maintenance diet. The 
maintenance diet given depended entirely upon age, 
sex, weight, and occupation of the individual. The 
average number of calories for men was about 2500; 
and for women, about 1800 calories for twenty-four 
hours. This is the amount of food they were finally 
sent home on. Each patient was given instruction 
on food values; was instructed how to cook; how to 
select foods, and how to weigh his meals. He was 
furnished a pair of scales that he might be accurate. 
Instructions were also given in regard to hypodermic 
injection of insulin at home, and the dangers of 
overdosing. 

As is well known, the prominent symptoms of 
diabetes are loss of weight and strength, emaciation, 
excessive thirst, increased appetite, increased output 
of urine, nervousness, irritability, skin lesions (such 
as boils, carbuncles, itching, and eczema) and some- 
times eye symptoms and neuritis. 

It is of interest to compare a summary of the 
complaints of this group with these classical symp- 
toms. Thirty-three complained of loss of weight 
and strength and of emaciation in varying degrees. 
Thirty-seven complained of excessive hunger and 
thirst in more or less severity. Eighteen complained 
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of skin lesions, such as dry scaly skin, boils, car- 
buncles, and gangrenous processes. Thirty-six com- 
plained of nervous symptoms, such as insomnia, 
dizzy spells, headache, crossness, irritability, burn- 
ing sensations, and paresthesia. ‘Thirty- seven com- 
plained of frequent urination, with increased output 
of urine. Four complained of disturbance of vision 
and partial blindness. Others had poor vision, and 
still others only fair vision. Only five gave a his- 
tory of diabetic parentage. Five others had either 
brothers or sisters who had died with diabetes or 
had it at the present time. 


The length of time patients had known they had 
diabetes varied from twenty-two years to three 
weeks. The average was about two years. 


The highest blood pressure found was 270 sys- 
tolic, 130 diastolic. The lowest blood pressure was 
90 systolic, 55 diastolic. The average of the entire 
group was 150 systolic, 84 diastolic. 


The urinary findings were variable. The highest 
twenty-four-hour output was in no case in excess 
of 5000 cc. The highest specific gravity was 1.039. 
The lowest was 1.004. The Ph. value, without ex- 
ception, was 7 or below, with a tendency to rise as 
the diet was standardized and the patient put on a 
more alkalinizing diet. 


The highest sugar percentage found in urine was 
11.17 per cent. With this we had correspondingly 
333.3 mgm. blood sugar. The largest amount of 
sugar eliminated in the urine in twenty-four hours 
was 99.6 gms. The urine in this case had a sugar 
percentage of 8.3 per cent, and the blood sugar was 
168 mgm. This particular case presented many 
untoward symptoms of diabetes, including loss of 
weight, excessive hunger, excessive thirst, eye symp- 
toms, and skin symptoms. 

Five patients had high blood sugar, and at the 
same time had a negative sugar in the urine, deter- 
mined by the usual Benedict method. They were as 
follows: 285.7 mgm.; 240.9 mgm.; 200 mgm.; 250 
mgm.; 193 mgm. This apparent high kidney thresh- 
hold is not out of the ordinary, and has been a more 
or less frequent occurrence in this group. Whether 
it is due to a tolerance of the kidney, built up over 
a long period of time, or due to fatigue and disease 
of the kidney, I am not prepared to say. Normal 
kidney threshhold is from 180 mgm. to 200 mgm. 
This condition was found chiefly in the chronic 
cases and in the elderly type of diabetics. 


The lowest blood sugar of this group was 161.3 
mgm. The highest was 666.6 mgm. The average 
was 260.7. There may be some question about the 
treatment of a case of diabetes with as low a blood 
sugar as 161.3, but this patient had many untoward 
symptoms of diabetes, including skin and eye com- 
plaints, loss of weight, etc. She had been starving 
herself, also, for some time prior to the test. That 
is perhaps why we got such a low reading on her 
blood sugar report. 

The patient with the 666.6 mgm. report was one 
referred to us in a supposed diabetic coma. She was 
in coma, and she was also a diabetic; but she was 
not in coma from diabetes. She had uremia as a 
complication, and the accumulation of waste prod- 
ucts was accountable for the apparent high blood 
sugar report on her blood. There may be a question 
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as to the grounds for holding that this was not dia- 
betic coma. There was no acetone or diacetic acid 
in the urine; and there was no response to a maxi- 
mum dose of insulin—a dose even above our regular 
coma program. 


Two of the entire group were in coma—the one 
just mentioned, complicated with uremia; and the 
other a purely diabetic coma case with pneumonia 
as a complication. Both of them died. 

Five patients had gangrenous processes in vary- 
ing degrees of severity. Two of these required ampu- 
tation of the limbs involved. One of these patients 
waited too long before consenting to the amputa- 
tion, and the toxicity was so great that she seemed 
unable to regain her strength, in spite of the fact 
that her blood sugar and urine sugar were within 
the normal limit for days and days preceding and 
following the operation. 


The other amputation patient progressed nicely, 
following the operation. The stump healed well 
and he returned home. Just recently (one year since 
amputation) we received information that from 
some inter-current infection he passed away. Per- 
haps if the truth were known, we would find that 
there had been some neglect in the program, thus 
increasing the sugar in the blood and in the urine 
and lowering the resistance. 


The remaining three patients with gangrenous 
processes healed, and are entirely free from symp- 
toms. 


Two patients had large carbuncles. One healed 
without surgery, merely by reducing the blood sugar 
and the urine sugar, with diet and insulin. The 
other patient had already been operated upon and 
was draining profusely when we first saw the case. 
Of the two cases, the one operated upon took longer 
to heal (three months altogether). The one with- 
out surgery healed in three weeks’ time. 


Of the entire group, nine died with the following 
complications as the apparent cause of death: (1) 
pneumonia; (2) uremia; (3) rupture of left ven- 
tricle of heart (proved by autopsy); (4)  septi- 
cemia; (5) syphilis; (6) myocarditis and nephritis; 
(7) cause unknown; (8) diabetic coma (relatives 
refused insulin treatment); (9) diabetic coma 
(would not take her insulin nor watch her diet. 
Died in a community where no one knew how to 
use insulin). 

Of this number, four died in this hospital. The 
others died in their homes or at other hospitals. 

Two patients had syphilis. To our minds, this is 
one of the most serious complications, because, un- 
less anti-luetic treatment is pushed to the limit, in- 
sulin has very little action, and then only if very 
large doses are used. We consider the syphilitic 
diabetic the hardest case to treat, and also the one 
who has the poorest prognosis. 

The patient who died from a ruptured left ven- 
tricle (proved by autopsy) had been on insulin treat- 
ment for several days. The blood pressure had beea 
reduced from 220 systolic, 130 diastolic to 185 sys- 
tolic, 105 diastolic. There was no evidence else- 
where of destructive changes in the heart muscle or 
vessels. We have observed slight changes and dis- 
turbances in the heart action after insulin treatment 
was started which were not present before. But we 
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are at a loss to know the cause. If it is insulin, what 
is the chemistry of its action? 

Nephritic and cardiac complications, when pres- 
ent, were ustially of long standing and accompanied 
by arteriosclerosis, especially in the older patients. 

Results with this group have been fairly gratify- 
ing. The average length of time elapsed since treat- 
ment is about twelve months. By keeping in close 
touch with these people, we are able, even after they 
leave the hospital, to satisfactorily watch their prog- 
ress. Frequently (every six months) every patient 
is requested to return to the hospital for urine and 
blood sugar determinations. On this program, we 
have received good co-operation. In case patients 
find it impossible to come to the hospital for these 
re-tests, they are requested to fill out a question- 
naire which gives us the necessary information. 


In the record of these fifty patients, we found 
that, with few exceptions, the dietetic regime was 
being adhered to very religiously. There was very 
seldom a digestive complaint, except a tendency to 
constipation, no doubt partially due in some cases to 
the excessive bulk found in a diabetic’s diet. This 
has been controlled by petrolatum, oil-retention ene- 
mas, etc. The body weight has been maintained 
without exception. There were no skin lesions or 
other serious complications. A very large percentage 
were working, and all reported general good health. 
A few showed positive Benedict’s reaction for sugar 
in the urine, and about the same number had a mod- 
erately increased blood sugar. With a very few it 
has been possible to reduce the insulin dosage. 


One patient, a child of 10, returned to be stand- 
ardized again. She confessed that she had eaten 
other things than her prescribed diet; and because 
of this, we found it. necessary to confine her closely. 

We have found it difficult to treat a diabetic who 
has received insulin previously—much more difficult 
than to treat one who has never before been treated. 


I have no explanation for this. Perhaps others have 
had the same experience. 


The average assistance of insulin for twenty-four 
hours was variable, varying with the individuals and 
complications. and according to the strength of the 
insulin. The diabetic patients treated in this hospi- 
tal at the present time are using Eli Lilly’s U. 40 
strength. It is very uniform and reliable. 


312 North Boyle Avenue. 


DISCUSSION 


BerTNARD SmiTH, M. D. (1032 W. Eighteenth Street, 
Los Angeles)—Gangrene, as a complication in diabetes, 
may be extensive and be associated with but minor in- 
volvement of the blood vessels to the part. Where an am- 
ple blood supply is available the treatment of the gan- 
grene may require no more surgical attention than what 
is needed to secure free and open drainage. Such drain- 
age, together with a satisfactory control of the diabetes, 
permits a surprisingly rapid repair of the gangrenous tis- 
sues to take place. When there is extensive involvement 
of the blood vessels, such as extensive endarteritis or 
marked arteriosclerosis, the surgical management is to be 
guided by the degree of vascular deficiency, and not by 
any condition peculiar to diabetes. With the disturbance 
in carbohydrate metabolism under control by diet and 
insulin, the surgeon will work to better advantage if he 
will forget that the patient is diabetic. 

Doctor Grant shows, in his two cases of carbuncle com- 
plicating diabetes, the wisdom of instituting diabetic 
treatment early. The diabetic patient has a lowered re- 
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sistance to infection and any surgical measures attempted 
before the faulty body chemistry has been corrected will 
only invite serious trouble. The difference between three 
weeks and three months, the healing time for the two 
cases cited, may be taken as a measure of the resistance 
power before and after diabetic treatment. 

I am glad that Grant has emphasized the importance of 
the teaching and training service to patients. This is of 
great importance when insulin is not used. To all pa- 
tients who require insulin such training is even more 
necessary. Satisfactory co-operation is never secured in 
any chronic disease unless it comes through an under: 
standing on the part of the patient of the fundamental 
problems of the disease and its treatment. The intelligent 
co-operation thus secured is a safeguard to the patient at 
all times. 


James W. Suerritt, M. D. (Scripps Metabolic Clinic, 
La Jolla, California)—Doctor Grant mentions a most 
unusual and highly interesting case, viz., one of coma 
with exceptional hyperglycemia of 666 mg. per 100 cc., 
with negative acetone and diacetic reactions in the urine. 
He does not state whether glycosuria was present. A 
record of the nitroprusside reaction and the CO, com- 
bining power in the plasma would be of interest. The 
association of marked hyperglycemia in terminal renal 
disease is not unusual, but the occurrence of extreme 
amounts as mentioned above is rare. The question as to 
whether the reducing substance in the blood of nephritic 
individuals is dextrose or not is still a disputed point 
among physiological chemists. The amount of titratable 
reducing substance in the blood depends upon the method 
used, and it has been found that lower readings are 
obtained with copper solutions than by the picric acid 
method. Nevertheless, the hyperglycemia encountered in 
renal disease is very frequently not affected by insulin, 
unless a complicating diabetic element is present. We re- 
cently studied the effect of insulin on the blood sugar of 
two nephritic patients in terminal stages of uremia. In 
the first, thirty-five units of insulin failed to reduce au 
existing hyperglycemia of 270 mg. per 100 cc., and in 
the second patient, 40 units of insulin only reduced the 
sugar from 297 mg. per 100 cc., to 268 mg. per 100 cc. 
within a period of one and one-half hours. In both 
cases the blood urea was more than 225 mg. per 100 cc. 
and glycosuria was absent. In such cases the reducing 
substance is most probably not dextrose. Feinblatt has 
recently reported a fatal case of “diabetic” coma in which 
the blood sugar exceeded 300 mg. per 100 c., with 
negative acetone and diacetic reactions in the urine, and 
in which 112 units of insulin failed to lower the reduc- 
ing substance in the blood. The occurrence of such cases 
is, indeed, rare. Since the advent of insulin and its more 
widespread and universal use, it has been recognized that 
its action is specific in all cases of diabetes mellitus. I 
have never seen a true case of diabetes in which insulin 
failed to act promptly with immediate lowering of blood 
sugar when sufficient amounts were given. Severe acido- 
sis, accompanied by high blood sugar values, may occur in 
diabetic individuals without the presence of diacetic or 
beta oxybutyric acid in the urine. Such form of acidosis 
has recently been produced by Modern and Lundin upon 
feeding odd carbon fat. In such cases overwhelming 
amounts of organic acids, such as lactic, pyruvic and 
acrylic, are present, and insulin is without effect in reduc- 
ing hyperglycemia. 

Contrary to general belief, the death rate from diabetes 
in the United States since the introduction of insulin is 
very high, even in well-controlled series of cases as re- 
ported by some of our foremost specialists. The death 
rate from diabetes in New York City in 1915 was 2.18 
per cent per 100,000, and in 1923 it was 2.5 per cent per 
100,000. In Doctor Grant’s series the death rate is 18 
per cent, which is in keeping with the general average of 
cases reported. 

W. D. Sansum, M. D. (Santa Barbara Cottage Hos- 
pital, Santa Barbara, California)—Doctor Grant has re- 
viewed a series of very typical cases of diabetes such as 
usually enter large city hospitals. His death rate empha- 
sizes the fact that diabetes is a disease of serious compli- 
cations, the most serious of which belong to the blood- 
vessel disease-group, for whereas but two died from their 
diabetes, three died because of heart and kidney compli- 
cations. As statistics accumulate, there is additional proof 
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that all adult patients, who have had diabetes for a suf- 
ficient length of time, eventually develop, in addition, 
some form of blood-vessel disease. Some men maintain 
that this is due to the abnormally high fat of the diabetic 
diet. Apparently, in the test-tube, as Shaffer has shown, 
one gram of carbohydrate will burn two grams of fat, 
but, as Bloor has shown, this ratio does not hold in the 
body. I believe that not more than one gram of fat 
should be included in the diabetic diet for each gram of 
carbohydrate. In addition, it seems to me that the blood- 
vessel disease might also be due to the excessive acid- 
ash in a typical diabetic diet due to the use of meat, 
eggs and bran breads and the limitation of such alkaline- 
ash foods as fruits and milk. The use of higher carbo- 
hydrate diets, in the treatment of diabetes, should obvi- 
ate the necessity of such acid diets. I am, therefore, ad- 
vising all patients who cannot take fairly normal diets, 
even though they can remain sugar-free on a typical 
diabetic diet, to take sufficient insulin to carry a fairly 
normal diet. 


Doctor Grant (closing)—It is a surprise to many of 
us, and indeed a disappointment, that, notwithstanding, 
the success of the insulin treatment, we have not been able 
to reduce the mortality according to the statistics alluded 
to in the discussion or other statistics as well. 

Doctor Sansum has called our attention to the fact 
that the death of a large percentage of diabetics is 
caused by blood-vessel disease, which has evidently been 
caused by diabetes. This would suggest, at least, that 
we ought to use more care in treating diabetes when the 
disease is in an incipient stage. 

In the case mentioned by Doctor Sherrill, the urine 
sugar was 2.4 per cent in the only specimen we were 
able to obtain, and that was a catheterized one. It is to 
be regretted that we are unable to give the sodium nitro- 
prusside and the CO, combining power tests of this pa- 
tient, but she was under observation such a short time 
before her death that we were unable to give as full a 
study as we should like to have given. The method in 


determining all our blood sugar is the Folin and Wu 
method. 


CHRONIC ULCERATIVE COLITIS 
By M. S. Wootr,* M. D., San Francisco 


Review from selected literature. 
Report of a case. 


Discussed by William Ophuls, San Francisco; J. H. 
Woolsey, San Francisco; Stanley Stillman, San Francisco; 
Alfred C. Reed, San Francisco. 


S® Witiiam Hare White gave, in 1888, the 
first description of chronic ulcerative colitis as 
a medical entity. In 1923, Sir Humphry Rolleston 
and Logan well summarized our knowledge of this 
disease from the medical and surgical standpoints, 
respectively. In the thirty-five years which inter- 
vene between Hale White’s first discussion of ulcera- 
tive colitis and today, the cause of the disease has 
neither been discovered, nor has a great deal been 
done for the amelioration of it. It is, however, prob- 
ably recognized that it is a surgical complaint, in 
the sense that the only help for the patient is an 
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early opening into the bowel, for the purpose of 
easing the diseased area of its irritation. Irrigation 
of the colon from above is the accepted therapy. 
Although Einhorn is suggesting a non-operative 
method by using an intestinal tube through the 
mouth, it has been tried only a short time and has 
not supplanted surgical methods. 

Ulcerative colitis is acute or chronic. We refer 
to the chronic form when we speak of “ulcerative 
colitis.” We may, and often do, find the causative 
organisms in acute ulcerative colitis, which may 
appear in the stool in an almost pure culture. Such 
organisms are the streptococcus, the pneumococcus, 
and the organism of tropical dysentery. These may 
fade in their significance, later being replaced by 
organisms usually normal to the bowel as second- 
ary invaders. They may give no clue to the origi- 
nal infection. The chronic ulcerative colitis of Hale 
White is a condition mainly of the large bowel, the 
causative organism of which is entirely unknown. 
It is not due to any known cause, such as diverti- 
culitis, obstruction with stercoral ulceration, fevers, 
as typhoid fever and tuberculosis, or to the dysen- 
teries—bacillary or amebic. Nor does it follow de- 
structive lesions from without, neighboring infec- 
tions of the appendix, duodenum or stomach. It is 
not due, as far as is known, to a chemical poison in 
the system, such as mercury or arsenic. Rolleston 
compares it with bronchitis, in that all the symp- 
toms and serious consequences are not due to the 
factors causing the original disturbance, but to sec- 
ondary changes, both pathological and bacteriologi- 
cal. McCarrison suggests that it is a deficiency dis- 
ease. Whether that is so or not, when ulceration 
is present, supplying the deficient elements will 
scarcely save the patient. 

Clinically, ulcerative colitis is a disease with re- 
missions. There may be months or years between 
the attacks which consist of cramps, tenesmus, and 
diarrhea. This is, most often, spurious in type and 
amounts to four to twenty stools a day, mucus and 
blood being the predominant constituents. Little 
weight is lost almost to the terminal attack, except 
where the small intestine is affected, which inter- 
feres with absorption. But there is secondary ane- 
mia. Practically all the cases in the University of 
California had pyorrhea. 

Though not a rare disease, chronic ulcerative 
colitis is not common. In 1913 to 1921, the Uni- 
versity of California Hospital had in its wards but 
nine definite cases. All had mucus and blood in the 
stools and all had ulceration of the rectum, and in 
none could a causative organism be stated. 

The lower colon appears always to be affected. 
Logan says the affection commences in the rectum, 
and normal mucous membrane may sometimes be 
seen above an ulcerated area. The oldest lesions, 
therefore, are found lowest in the colon. This fact 
aids us in diagnosis, for through the sigmoidoscope 
this part of the bowel may be examined. Most 
writers, including Hale White, have asserted that 
stricture does not occur in this disease, but Logan 
has offered good evidence from x-ray findings that 
it does. Other interesting points brought out by 
Logan are that there is a mortality in untreated 
cases of 78 per cent; a 7.5 per cent mortality occurs 
while patients are undergoing medical treatment, 
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and a mortality of 27.5 per cent results from opera- 
tion. It is, as Lockhart Mummery says, more seri- 
ous than acute appendicitis and, therefore, immedi- 
ate operation ‘is likewise a proper course in the 
treatment. This consists of washing out the bowel, 
the simplest way being through an appendicostomy. 
This, however, though it cleanses and certainly les- 
sens irritation, does not prevent the feces from pass- 
ing over the damaged surface, so that others have 
performed ileostomy and caecostomy, whereby the 
colon is unloaded at its beginning. Stone has blocked 
the path to the colon by severing the ileum, invagi- 
nating the severed ends and suturing these together 
again, end to end, so that a double diaphragm sep- 
arates the distal from the proximal loop. Finally, 
he opens the proximal loop on the abdominal wall, 
so that fecal contents may drain away. The colon 
is irrigated by a separate appendicostomy. This irri- 
gation may be continuous. It seems not to matter 
essentially which antiseptic one uses, and normal 
saline solution is efficient for the lavage. Recently, 
iodine has been given by mouth as the tincture in 
10 minim doses, with some success. 


The ulceration, as seen by the sigmoidoscope, 
varies from small discrete ulcers with hyperemic 
edges to a complete destruction of the mucous mem- 
brane, so that there is seen nothing but an edema- 
tous, bloody and discharging tube in which the 
normal loose folds have disappeared. The discrete 
ulcers may be so deep that the mucous membrane 
in the intervals between them appears to surmount 
raised spots. The surface then resembles groups of 
papillae. Usually, the examination can be made 
without great distress to the patient, although the 
presence of the instrument often causes abdominal 
pains and a straining of the lower bowel. The dif- 
fuse denudation of the wall differs from that of a 
proctitis of local specific origin which is usually lim- 
ited to the lower part, the upper part being free of 
any pathological appearance. In proctitis, also, pain 
and tenesmus on examination is very much more 
severe. 


Ulcerative colitis is a disease of late adolescence 
and of middle age. It appears hardly to affect chil- 
dren or the aged. Very often the disease is her- 
alded by nausea, vomiting, and cramps in the abdo- 
men. ‘These symptoms are followed by diarrhea, 
which is very marked and accompanied always by 
the passing of blood and mucus. There may be, as 
has been mentioned, from four to twenty or more 
stools in the twenty-four hours, and often the night 
is as much interrupted by the diarrhea as the day. 
The abdomen is not rigid, but is tender either in 
the lower half or, commonly, over the sigmoid only. 
Some part of the colon may sometimes be distinctly 
palpated. Not infrequently the patient has arthritic 
pains. Finally, the patient succumbs to a combina- 
tion of factors, namely, fatty degeneration and 
cloudy swelling of the .organs, secondary anemia, 
and shock from perforation. Perforation, according 
to Mummery, occurs in 15 per cent of cases, but 
peritonitis is either low-grade in type or absent, the 
peritoneum apparently having acquired an immunity 
to the secondary organisms then present. At autopsy 
involvement of the mesenteric glands is not usually 
observed. 

Many of the above points are brought out in a 
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case, which reported to the Surgical Out-Patient 
Department of the University of California Hospi- 
tal, where a sigmoidoscopic examination showed de- 
struction of the mucous membrane below, discrete 
and punched-out ulcerations in the upper part of the 
rectum. The largest ulcers were only one to two 
centimeters in diameter. The man was transferred 
to the San Francisco County Hospital, where it was 
expected an opening into the bowel would be made. 
He died, however, before this was done. 


The complete history of this patient is as follows: 


The patient was an Englishman, age 48 years, who 
came to the surgical out-patient department of the Uni- 
versity of California Hospital October 3, 1923, complain- 
ing of diarrhea and pain in the shoulders. 


Family History: Negative. P. H.: Born in England. 
Lived there until 18. In Canada, 18 to 24. New York 
State, 24 to 27. California, 27 to 48. Occupation: Farmer 
in Canada. Gardener in New York. Hotel clerk and bell 
boy in California. Diseases: Measles in childhood. Diph- 
theria while in Canada. Yearly attacks of grippe. Vene- 
real: Neisser at the age of 24. Chancre at 33. Had anti- 
luetic treatment. Habits: Negative. P. I.: First attack was 
twenty-two years ago while he was working as a gar- 
dener in Rochester, New York. Had diarrhea with mucus 
and blood in stools. Was treated at the Homeopathic Hos- 
pital for eleven weeks, with no relief. The second attack 
was seventeen years ago. This was similar to the first 
attack. He was treated at the St. Francis Hospital, San 
Francisco, for five weeks. The third attack was twelve 
years ago. He was treated at the Lane Hospital, San 
Francisco, and had turpentine and silver nitrate injec- 
tions into the colon. The fourth attack was two years 


ago. Was again treated at Lane Hospital. 

The present attack began September 10, 1923, with 
diarrhea (12 to 24 stools per day). At first the stools 
were watery and mucoid; later they became blood-tinged. 
Scybalous fecal masses were passed at times. No colic, 


griping pains or tenesmus. Recently, he had slight ten- 
derness in the left flank, tenesmus and involuntary stools. 
There was no fever and no noticeable loss of weight. For 
one year the patient had complained of “neuritis” in both 
shoulders. These pains were shooting in character, and 
worse at night. He had difficulty in sleeping. Massage, 
sweats, and bakes were tried, without relief. Finally, the 
patient consulted Doctor Albert Abrams, who told him 
that the seat of his trouble was in the spleen and spine. 
For this he was given fourteen treatments. He became 
worse under these treatments, and came to the Surgical 
Out-Patient Clinic at the University of California Hos- 
pital October 3, 1923. 


Physical Examination—The patient was an obese, 
anemic-looking man with flabby muscles. The teeth were 
in poor condition. Pyorrhea, alveolar gingivitis, and 
caries were marked. The tonsils were hypertrophied and 
cryptic. Heart and lungs were negative. Abdomen was 
negative, except for tenderness in the left flank on deep 
palpation. There was pain between the shoulders when 
patient moved his arms. Sigmoidoscopic examination 
showed involvement of the mucous membrane from the 
anal canal to the sigmoid, as far as one could see. The 
lower rectum showed more extensive involvement than 
the upper part. There was marked destruction of mu- 
cous membrane, with a raw surface which bled easily. 
In the sigmoid, small, isolated ulcers could be seen. The 
patient was referred to the San Francisco Hospital, and 
entered October 10, 1923. Numerous stools examined for 
amebae were negative. Stool cultures were negative for 
typhoid and dysentery organisms. The urine showed a 
small trace of albumen, a few hyaline and granular casts, 
and a small number of red blood cells and pus cells. The 
blood count showed Hb., 85 per cent; r. b. c., 5,200,000; 
w. b. c., 12,200, and a normal differential count. On Octo- 
ber 24, the white blood cells had increased to 37,700. 
The frequent mucoid and bloody stools continued during 
his.stay in the hospital despite medical treatment. The 
patient developed great weakness and perspired freely. 
The pulse was 160, and feeble. Respirations, 40. Tem- 
perature, 94 degrees. Marked abdominal distension. He 
died at 2 a. m. October 25, 1923. 














February, 1926 


Autopsy was performed by Doctor Curtis E. Smith. 
Findings as follows: Purulent bronchitis and early bron- 
chopneumonia of both lungs. Liver showed fatty infil- 
tration and cloudy swelling. In the spleen there was a 
subacute pulp reaction. The stomach and small intestine 
were greatly distended with fluid material, and showed 
paralytic ileus. The omentum was adherent to the anterior 
surface of the transverse colon. In this region a perfora- 
tion, two centimeters in diameter, was found in the colon. 
There was no peritonitis, and no free fluid in the abdo- 
men. The rectum and descending colon had been almost 
entirely denuded of mucosa. Only a few small tabs of 
mucosa remained, and on the raw surface striations of the 
circular muscle were seen. In the transverse and descend- 
ing colon there were numerous ulcers, varying in size 
from a millimeter up to ten centimeters in their greatest 
diameter. The more recent ulcers had slightly overhang- 
ing edges and were sharply defined, but many irregular 
areas of ulceration, with the mucosa hanging in shreds, 
were also found. Some of the larger ulcers were on the 
verge of perforation. The entire wall of the colon was 
contracted and very friable. The mucous membrane of 
the small intestine was normal. The appendix was small 
and cord-like. There was moderate hyperplasia of the 
mesenteric lymph nodes. No thrombi were found in the 
mesenteric or portal veins. 


Anatomical Diagnosis—Chronic ulcerative colitis. Large 
perforating ulcer of the transverse colon, without peri- 
tonitis. Paralytic ileus. Terminal bronchopneumonia. 
Calcified tubercles in the lungs and spleen. Moderate 
anthracosis of lungs. Cloudy swelling of the viscera. 
Fatty infiltration of the liver. Obesity. Microscopic ex- 
amination of the colon: The mucosa, where present, 
showed marked dilatation of the blood vessels and lym- 
phocytic infiltration. The submucosa and muscularis 
showed extensive infiltration of lymphocytes and plasma 
cells. In some sections this infiltration was found extend- 


ing to the fat on the wall of the colon. No amebae were 
found. 


240 Stockton Street. 


DISCUSSION 


WILLIAM Opuu.s, M.D. (Stanford University Medical 
School, San Francisco) —I have read Doctor Woolf's 
paper with the greatest interest, especially since we also 
have observed, in the course of time, several cases which 
seemed to fall under this head. Before placing a case 
into this group, the more specific types of infection, such 
as amebic dysentery, tuberculosis, and syphilis, should be 
carefully excluded. If this is done there remain a cer- 
tain, but not very large, number of observations which 
correspond clinically and anatomically to the picture 
drawn by Woolf in his paper. My impression has been 
that in the etiology of these conditions the streptococci 
played an important role. They can usually be found in 
considerable numbers in scrapings from the ulcers. In 
microscopical sections, also, they seem to be rather inti- 
mately associated with the lesions. 


J. H. Wootsey, M.D. (University of California Medi- 
cal School, San Francisco)—Chronic ulcerative colitis is 
a serious affliction and demands early and persistent 
treatment. In addition to the clinical history, physical 
examination and sigmoidoscopic examination, the employ- 
ment of the x-ray with barium will help to show the 
degree of bowel wall involvement by the presence or ab- 
sence of the normal haustra. The experience of this 
clinic demonstrates that a deflection of the fecal stream 
from the diseased area is the only effective treatment. 
An ileostomy should be done as quickly and gently as 
possible, and the ileostomy preferably opened at the end 
of twenty-four to thirty-six hours, as these patients are 
most prone to surgical shock. 

One patient -has demonstrated that a re-establishment 
of the former intestinal continuity, even after two years 
of good health and disappearance of all signs and symp- 
toms of ulceration, again induced the former ulcerative 
colitis. Irrigation or instillations by themselves are of no 
curative value. Permanent ileostomy is the best known 
treatment today. 


STANLEY STILLMAN, M.D. (Stanford University Medi- 
cal School, San Francisco)—Chronic ulcerative colitis is 
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a serious disease even under the most favorable condi- 
tions for treatment. 

The diagnosis once established, medical treatment 
should be continued no longer than the patient responds 
favorably to it. This favorable response should also be 
prompt. Failure upon the part of the patient to improve 
promptly under medical treatment indicates the necessity 
of placing the large bowel completely at rest. This may 
only be accomplished satisfactorily by performing an 
ileostomy. Ileostomy, if performed early in the course 
of the disease, may be followed by healing of the large 
bowel, allowing closure of the ileostomy. If performed 
late the ileostomy must be permanent, as closure is sure 
to be followed by recurrence of symptoms. 


ALFRED C. REED, M.D. (Stanford University Medical 
School, San Francisco)—In chronic ulcerative colitis we 
have another example of a definite clinical entity with 
a non-specific etiology. Certainly, many of these patients 
have had their groundwork laid in an earlier amebic 
colitis. Amebiasis can be contracted in California and 
almost anywhere in the United States. I have under care 
now a young man who developed amebiasis in the army 
in France. This was finally cured by appropriate treat- 
ment after he had suffered some four years of improper 
and insufficient treatment. During this time the founda- 
tion was laid for chronic ulcerative colitis. The amebic 
colitis merged clinically into chronic ulcerative colitis. 
Cure of the amebiasis did not influence the course of the 
latter. Ileostomy, however, gave immediate and great 
clinical improvement, and will undoubtedly result in cure. 
The difficult question is to decide when to reinstate the 
functional capacity of the colon. The longer and the 
more resistant the ulcerative colitis, the longer postpone- 
ment is required of this reinstatement. Sometimes prob- 
ably the permanent retention of the ileostomy is the only 
safe procedure. We find often that, with the cure or dis- 
appearance of the original cause of colitis, a secondary 
streptococcic infection seems associated with the chronic 
ulcerative colitis. It is always a matter of the utmost im- 
portance to exclude ameba or other parasite by really 
adequate examination before reaching a diagnosis of true 
chronic ulcerative colitis. 


Doctor Woo LF (closing)—We are apparently agreed 
that after a short trial of medical measures for the relief 
of chronic ulcerative colitis, we must resort to surgery 
when that relief has not been forthcoming. After all, we 
can definitely say that an ileostomy, the most suitable of 
operations for this complaint, will definitely save the 
patient’s life, lowering the mortality from about 80 to 30 
per cent. Otherwise, our knowledge of this condition 
remains in statu quo. 








Neuro-Arthropathies of Peripheral Nerve Injury 
Origin—The two cases reported by Herman B. Phillips 
and Charles Rosenheck, New York (Journal A. M. A.), 
involved the shoulder joint. One man carried lumber 
on his shoulder, the other coal and ice. The condition 
ordinarily occurs in laborers subjected to prolonged or 
repeated severe muscle strain or severe traumas to the 
joint, either by direct or by indirect violence. The condi- 
tion develops very insidiously with moderate disability. 
Little, if any, pain is present. A progressive swelling of 
the joint ensues, which may attain considerable propor- 
tions. The disability that ultimately supervenes is appar- 
ently the result of the mechanical factors secondary to the 
marked periarticular swelling and disorganization of the 
joint. Pain may be entirely absent. The striking absence 
of pain and tenderness during manipulation of the joint 
serves to call attention to the neurogenic nature of the 
condition. The subsequent course cannot be stated 
definitely for the obvious reason that the first case has 
been under observation only two years, the second case 
one year. The patients at present are both doing hard 
work, and apart from the disability incidental to the 
mechanical disturbance previously mentioned, apparently 
suffer no discomfort. The treatment is essentially sympto- 
matic. Physiotherapy immobilization and operations have 
been performed but without especial advantages or benefits. 
After the condition has reached a state of equilibrium, 
operative intervention for removal of joint bodies and 
possible joint reconstruction is indicated and should prove 
useful. 
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LAMINECTOMY AND REMOVAL OF SPINAL 
CORD TUMORS UNDER LOCAL 
ANESTHESIA 
By E. B. Towne,* M. D., San Francisco 


Laminectomy can be painlessly carried out after infil- 
tration with local anesthesia. 

Exploration of all aspects of the cord, and removal of 
extramedullary tumors, are painless, provided that hand- 
ling of the posterior columns and posterior nerve roots 
can be avoided. 

Compression of the medulla or upper cervical cord, 
causing impaired function of the diaphragm, is a positive 
indication for the use of local anesthesia. 

If visceral disease contra-indicates narcosis, exploration 
of the cord should be done under local, with the tempo- 
rary addition of general anesthesia, if necessary, during 
manipulation of the cord. 

Discussion by Walter F. Schaller, San Francisco; Carl 
W. Rand, Los Angeles; Howard C. Naffziger, San Fran- 
cisco. 


OCAL is preferable to general anesthesia for 

operations on the scalp, skull, and brain, be- 
cause hemorrhage from the vessels of the scalp is 
decreased, intradural tension is diminished, and pro- 
longed operations are followed by little or no shock 
unless they are complicated by bleeding incidental 
to removal of a tumor. Craniotomies and osteoplas- 
tic explorations can be painlessly carried out with- 
out narcosis. I employ a general anesthetic for head 
cases only when the age or mentality of the patient 
contra-indicates the use of procain. Until the first 
patient described below came under observation, I 
saw no reason for using local anesthesia for explora- 
tion of the spinal cord, because hemorrhage is not 
troublesome, there is no problem of increased intra- 
dural pressure, and the cord, unlike the painless 
brain, is extremely sensitive. In this case respira- 
tory embarrassment made local anesthesia impera- 
tive, and the result was so satisfactory that the pro- 
cedure has been repeated on three other patients. 


CASE REPORTS 


Case 1—Compression of medulla and upper cervical 
cord by meningeal tumor. Tetraplegia, hypoesthesia of 
entire spinal distribution, and paresis of diaphragm. Ex- 
tirpation followed by complete recovery. 


Mr. J. V. B. (Disp. No. 116,360), a clerk aged 28 years, 
entered Lane Hospital on November 18, 1923. 


History—In November, 1922, he began to suffer from 
pains which radiated from the back of neck to the right 
shoulder. This was followed by numbness in the posterior 
cervical and occipital regions. Paraesthesias and loss of 
strength in the right arm began in March, 1923, and soon 
involved the right leg and the left arm. Partial reten- 
tion of urine was noted in June. After July, he was 
unable to walk or to use his fingers efficiently. In Sep- 
tember he developed increasing respiratory difficulty. 


Examination—The patient lay propped up in bed, en- 
tirely helpless. Respiration was thoracic in character, and 
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no movement of the diaphragm could be detected. Unfor- 
tunately, a fluoroscopic examination of the diaphragm was 
not done. All muscles except those of the face were spas- 
tic, and showed loss of power varying from complete 
paralysis of the muscles below the knees and of the small 
muscles of the hands, to marked weakness of the muscles 
of the neck, shoulders, and thorax. Voluntary motions 
were limited to slight, slow contractions of the neck, 
shoulder, and upper arm muscles. All tendon reflexes 
were hyperactive, abdominal reflexes were absent, and 
plantar reflexes were pathologic. Normal cutaneous sensi- 
bility was limited to the distribution of the fifth cranial 
nerve. The entire spinal distribution showed diminution 
of pain, touch and temperature perception, which was 
most marked in the first to fifth cervical areas. Joint 
and vibration sensations were impaired. Retention of 


urine required cathet:rization. All cranial nerves reacted 
normally. 


Wassermann reactions on the blood and spinal fluid 
were negative. The spinal fluid was clear and colorless, 
had 3 leucocytes per cmm., and showed positive Nonne 
and Noguchi reactions. Roentgenograms of the foramen 
magnum and the cervical spine were negative. 


Diagnosis—(Dr. Walter F. Schaller and Dr. Thomas 
G. Inman). Compression of the upper cervical cord. 


Operation— December 1, 1923, at 8 a. m. Morphia 
gr. 1/6 was given hypodermically at 6:30, and repeated 
with atropin gr. 1/150 at 7:30. The patient was in prone 
position, with his forehead resting on a crutch and his 
shoulders supported by sand-bags. His respiration was 
very labored in this position. The soft parts were infil- 
trated through punctures 5.0 cm. to either side of mid- 
line. Injections were made into the periosteum of the 
occipital bone and of the second to fifth cervical laminae, 
avoiding any deep infiltration, except when the needle 
was in contact with bone. One hundred and twenty cc. 
of 0.5 per cent procain, containing ten drops of 1/1000 
adrenin, were used. The soft parts were cleared from 
the occipital bone and the upper five cervical laminae. 
The first, second, and third laminae were removed, and 
the dura was incised. The lower surface of a nodular, 
encapsulated tumor, attached to the dura under the pos- 
terior margin of the foramen magnum, presented at the 
upper end of the incision. After cutting around the dural 
attachment, the tumor was lifted out of a deep depres- 
sion in the posterior aspect of the medulla and cord. 
Immediately after the removal of the tumor the patient 
began to breathe more easily, and during closure of the 
wound he talked freely. He suffered no pain during the 
operation, and left the table with a pulse of 80. 

The tumor (Figure 1) weighed 9 gm. and measured 
2.7 by 2.5 cm. Microscopic examination showed it to be 
a meningeal tumor (dural endothelioma or arachnoid 
fibrosarcoma). 

Post-operative Course— The wound healed cleanly. 
After two catheterizations he regained control of the 
bladder. On the first day, abdominal palpation showed 
that the diaphragm was functioning. On the sixth day, 
he was able to move the arms and legs freely. On the 
tenth day, spasticity was greatly diminished, tendon re- 
flexes were less active, and hypoesthesia could be demon- 
strated only below the waist. On the twenty-fifth day 
he began to walk with a spastic and ataxic gait. On the 
thirty-fourth day, when he left hospital, the dynamometer 
readings were right 35, left 45; sensation was normal 
except in the hands; and tendon reflexes were only 
slightly hyperactive. March 17, 1924, he considered him- 
self entirely well, and went to work as a bank clerk. In 
November, 1924, beyond some restriction of the motions 
of the upper cervical spine, nothing abnormal could be 
found. 


Cast 2—Compression of dorsal cord by intra and ex- 
tradural fibroma. Paraplegia and hypoesthesia. Extirpa- 
tion followed by complete recovery. 


Mr. E. S. (Disp. No. 122,853), a railroad laborer aged 
25 years, entered Lane Hospital December 3, 1923, recom- 
mended by Dr. C. G. Scaparone of San Francisco. 


History—Periodical attacks of dull, non-radiating pain 
in the left lumbar region, worse when lying down and 
relieved by motion, began in 1918. After September, 1923, 
the pain was very troublesome every night. Stiffness, 
weakness, and paraesthesias of the legs began in Octo- 
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Case 1—Photograph of tumor. 
Case 2—Extra and intradural tumor. 
Case 


9. 
Case 2—Photograph of tumor. 


ber, 1923. In 1920 the patient had a chancre, which was 
not followed by secondary manifestations. 


Examination—The gait was spastic, and the muscles 
of the lower extremities were hypertonic. The tendon re- 
flexes of both legs were exaggerated, the plantar reflexes 
were pathologic, the upper abdominal reflexes were pres- 
ent, and the lower were.absent. There was diminished 
pain, touch and temperature perception up to and includ- 
ing the tenth dorsal segment. The functions of the blad- 
der and rectum were not disturbed. 

Roentgenograms of the spine and Wassermann re- 
actions on the blood and spinal fluid were negative. The 
spinal fluid, which was clear and slightly yellow, showed 
8 leucocytes per cmm., and positive Nonne and Noguchi 
reactions. 

Diagnosis—(Dr. Thomas G. Inman.) Compression of 
the ninth or tenth dorsal segment of the cord. 

Operation — December 11, 1923. Preliminary morphia 
and atropin, as in first case; prone position; infiltration 
with 300 cc. of 0.5 per cent procain containing twenty 
drops of 1/1000 adrenin. The fifth to the tenth dorsal 
laminae were cleared, and the seventh, eighth, and ninth 
laminae were removed. This exposed the lower margin 
of an extradural tumor projecting downward from under 
the left sixth lamina. The sixth laminae were removed, 
and the dura was incised, disclosing an intradural tumor 
(Figure 2). After a probe had demonstrated the con- 
tinuity of the extra and intradural portions of the tumor, 
the dura over the constricted neck was incised (Figure 3). 
The intradural part of the growth was elevated, and pos- 
terior adhesions between the dura and the tumor were 
freed. This caused severe pain until an adherent pos- 
terior nerve root, thought to be the fifth or sixth dorsal, 
was identified and cut. Further dissection showed that 
the tumor extended into the foramen between the sixth 
and seventh vertebrae, where it was firmly attached. A 
ligature was slipped down over this part of the tumor 
and tied after freeing the capsule. The patient’s pulse 
varied between 80 and 94 during the operation; the field 
was practically bloodless; and there was no pain except 
when elevation of the tumor put traction on a posterior 
root. 

The tumor (Figure 4) weighed 7 gm. and measured 
3.5 by 2.5 cm. Microscopic sections showed it to be a 
fibroma. 
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Drawing from sketch made at operation. 
—Appearance after incision of band of dura posterior to neck of tumor. 
Capsule intact except at A, where it was included in the ligature. 


Post-operative Course—On the eighth day the plantar 
reflexes were normal, and the sensory loss was less 
marked. He walked on the eighteenth day, when exami- 
nation showed no sensory loss, no spasticity, and normal 
tendon and skin reflexes. January 3, 1924, the patient 
was dismissed from the hospital. January 16 he went to 
work as a waiter. In February he returned to his former 
employment as a railroad laborer. In November, 1924, 
the patient reported for observation. He had been work- 
ing steadily at pick-and-shovel labor, and considered him- 
self perfectly well. Examination’ showed nothing ab- 
normal. 


Case 3—Negative exploration of the lumbosacral cord. 


Mr. K. B. (Disp. No. 123,888), a painter aged 51 years, 
entered Lane Hospital on January 8, 1924. 


History—Rest from work had led to prompt recovery 
from two attacks of lead palsy; of the legs in 1915, and 
of the right arm in 1920. In 1922 he began to have 
cramp-like pains in the right hip, followed by weakness 
of both legs. Early in 1923 the right thigh and leg be- 
came stiff and “jumpy,” and motions of the right ankle 
and toes were lost. The palsy increased with long with- 
drawal from exposure to lead. 


Examination—The muscles of the right buttock, thigh 
and leg were atrophic. All motions of the right ankle 
and toes were absent. The flexors and extensors of the 
right knee were slightly weak. The knee-jerks were very 
active, the right more than the left. There were bilat- 
ral crossed adductor responses. The left ankle jerk was 
hyperactive, but the right was absent. The Babinski re- 
flex was positive on the left, negative on the right. 


The afternoon temperature was about one degree above 
normal. The leucocyte count varied between 9000 and 
17,000. Wassermann reactions on the blood and spinal 
fluid were negative. The roentgenograms showed six 
lumbar vertebrae, with the right sixth transverse process 
articulating with the sacrum. The spinal fluid was clear, 
colorless, and showed 2 leucocytes per cmm.; one speci- 
men gave positive Nonne and Noguchi reactions, and an- 
other gave a negative Nonne and a positive Noguchi. 
Twenty-five cc. of spinal fluid were replaced by the same 
amount of air. Dr. R. R. Newell reported: “A large 
quantity of air has been injected into the lower portion 
of the spinal canal. The nerve trunks can be seen as 
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LAMINECTOMY AND REMOVAL OF SPINAL 
CORD TUMORS UNDER LOCAL 
, ANESTHESIA 
By E. B. Towne,* M. D., San Francisco 


Laminectomy can be painlessly carried out after infil- 
tration with local anesthesia. 

Exploration of all aspects of the cord, and removal of 
extramedullary tumors, are painless, provided that hand- 
ling of the posterior columns and posterior nerve roots 
can be avoided. 

Compression of the medulla or upper cervical cord, 
causing impaired function of the diaphragm, is a positive 
indication for the use of local anesthesia. 

If visceral disease contra-indicates narcosis, exploration 
of the cord should be done under local, with the tempo- 
rary addition of general anesthesia, if necessary, during 
manipulation of the cord. 


Discussion by Walter F. Schaller, San Francisco; Carl 


W. Rand, Los Angeles; Howard C. Naffziger, San Fran- 
cisco. 


L_OC4L is preferable to general anesthesia for 
operations on the scalp, skull, and brain, be- 
cause hemorrhage from the vessels of the scalp is 
decreased, intradural tension is diminished, and pro- 
longed operations are followed by little or no shock 
unless they are complicated by bleeding incidental 
to removal of a tumor. Craniotomies and osteoplas- 
tic explorations can be painlessly carried out with- 
out narcosis. I employ a general anesthetic for head 
cases only when the age or mentality of the patient 
contra-indicates the use of procain. Until the first 
patient described below came under observation, I 
saw no reason for using local anesthesia for explora- 
tion of the spinal cord, because hemorrhage is not 
troublesome, there is no problem of increased intra- 
dural pressure, and the cord, unlike the painless 
brain, is extremely sensitive. In this case respira- 
tory embarrassment made local anesthesia impera- 
tive, and the result was so satisfactory that the pro- 
cedure has been repeated on three other patients. 


CASE REPORTS 


CasE 1—Compression of medulla and upper cervical 
cord by meningeal tumor. Tetraplegia, hypoesthesia of 
entire spinal distribution, and paresis of diaphragm. Ex- 
tirpation followed by complete recovery. 


Mr. J. V. B. (Disp. No. 116,360), a clerk aged 28 years, 
entered Lane Hospital on November 18, 1923. 


History—In November, 1922, he began to suffer from 
pains which radiated from the back of neck to the right 
shoulder. This was followed by numbness in the posterior 
cervical and occipital regions. Paraesthesias and loss of 
strength in the right arm began in March, 1923, and soon 
involved the right leg and the left arm. Partial reten- 
tion of urine was noted in June. After July, he was 
unable to walk or to use his fingers efficiently. In Sep- 
tember he developed increasing respiratory difficulty. 


Examination—The patient lay propped up in bed, en- 
tirely helpless. Respiration was thoracic in character, and 
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no movement of the diaphragm could be detected. Unfor- 
tunately, a fluoroscopic examination of the diaphragm was 
not done. All muscles except those of the face were spas- 
tic, and showed loss of power varying from complete 
paralysis of the muscles below the knees and of the small 
muscles of the hands, to marked weakness of the muscles 
of the neck, shoulders, and thorax. Voluntary motions 
were limited to slight, slow contractions of the neck, 
shoulder, and upper arm muscles. All tendon reflexes 
were hyperactive, abdominal reflexes were absent, and 
plantar reflexes were pathologic. Normal cutaneous sensi- 
bility was limited to the distribution of the fifth cranial 
nerve. The entire spinal distribution showed diminution 
of pain, touch and temperature perception, which was 
most marked in the first to fifth cervical areas. Joint 
and vibration sensations were impaired. Retention of 


urine required cathet:rization. All cranial nerves reacted 
normally. 


Wassermann reactions on the blood and spinal fluid 
were negative. The spinal fluid was clear and colorless, 
had 3 leucocytes per cmm., and showed positive Nonne 
and Noguchi reactions. Roentgenograms of the foramen 
magnum and the cervical spine were negative. 


Diagnosis—(Dr. Walter F. Schaller and Dr. Thomas 
G. Inman). Compression of the upper cervical cord. 


Operation— December 1, 1923, at 8 a. m. Morphia 
gr. 1/6 was given hypodermically at 6:30, and repeated 
with atropin gr. 1/150 at 7:30. The patient was in prone 
position, with his forehead resting on a crutch and his 
shoulders supported by sand-bags. His respiration was 
very labored in this position. The soft parts were infil- 
trated through punctures 5.0 cm. to either side of mid- 
line. Injections were made into the periosteum of the 
occipital bone and of the second to fifth cervical laminae, 
avoiding any deep infiltration, except when the needle 
was in contact with bone. One hundred and twenty cc. 
of 0.5 per cent procain, containing ten drops of 1/1000 
adrenin, were used. The soft parts were cleared from 
the occipital bone and the upper five cervical laminae. 
The first, second, and third laminae were removed, and 
the dura was incised. The lower surface of a nodular, 
encapsulated tumor, attached to the dura under the pos- 
terior margin of the foramen magnum, presented at the 
upper end of the incision. After cutting around the dural 
attachment, the tumor was lifted out of a deep depres- 
sion in the posterior aspect of the medulla and cord. 
Immediately after the removal of the tumor the patient 
began to breathe more easily, and during closure of the 
wound he talked freely. He suffered no pain during the 
operation, and left the table with a pulse of 80. 

The tumor (Figure 1) weighed 9 gm. and measured 
2.7 by 2.5 cm. Microscopic examination showed it to be 
a meningeal tumor (dural endothelioma or arachnoid 
fibrosarcoma). 

Post-operative Course—The wound healed cleanly. 
After two catheterizations he regained control of the 
bladder. On the first day, abdominal palpation showed 
that the diaphragm was functioning. On the sixth day, 
he was able to move the arms and legs freely. On the 
tenth day, spasticity was greatly diminished, tendon re- 
flexes were less active, and hypoesthesia could be demon- 
strated only below the waist. On the twenty-fifth day 
he began to walk with a spastic and ataxic gait. On the 
thirty-fourth day, when he left hospital, the dynamometer 
readings were right 35, left 45; sensation was normal 
except in the hands; and tendon reflexes were only 
slightly hyperactive. March 17, 1924, he considered him- 
self entirely well, and went to work as a bank clerk. In 
November, 1924, beyond some restriction of the motions 
of the upper cervical spine, nothing abnormal could be 
found. 


Cast 2—Compression of dorsal cord by intra and ex- 
tradural fibroma. Paraplegia and hypoesthesia. Extirpa- 
tion followed by complete recovery. 

Mr. E. S. (Disp. No. 122,853), a railroad laborer aged 
25 years, entered Lane Hospital December 3, 1923, recom- 
mended by Dr. C. G. Scaparone of San Francisco. 

History—Periodical attacks of dull, non-radiating pain 
in the left lumbar region, worse when lying down and 
relieved by motion, began in 1918. After September, 1923, 
the pain was very troublesome every night. Stiffness, 
weakness, and paraesthesias of the legs began in Octo- 
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Case 1—Photograph of tumor. 
Case 2—Extra and intradural tumor. 


Case 2—Photograph of tumor. 


ber, 1923. In 1920 the patient had a chancre, which was 
not followed by secondary manifestations. 


Examination—The gait was spastic, and the muscles 
of the lower extremities were hypertonic. The tendon re- 
flexes of both legs were exaggerated, the plantar reflexes 
were pathologic, the upper abdominal reflexes were pres- 
ent, and the lower were absent. There was diminished 
pain, touch and temperature perception up to and includ- 
ing the tenth dorsal segment. The functions of the blad- 
der and rectum were not disturbed. 

Roentgenograms of the spine and Wassermann re- 
actions on the blood and spinal fluid were negative. The 
spinal fluid, which was clear and slightly yellow, showed 
8 leucocytes per cmm., and positive Nonne and Noguchi 
reactions. 

Diagnosis—(Dr. Thomas G. Inman.) Compression of 
the ninth or tenth dorsal segment of the cord. 

Operation — December 11, 1923. Preliminary morphia 
and atropin, as in first case; prone position; infiltration 
with 300 cc. of 0.5 per cent procain containing twenty 
drops of 1/1000 adrenin. The fifth to the tenth dorsal 
laminae were cleared, and the seventh, eighth, and ninth 
laminae were removed. This exposed the lower margin 
of an extradural tumor projecting downward from under 
the left sixth lamina. The sixth laminae were removed, 
and the dura was incised, disclosing an intradural tumor 
(Figure 2). After a probe had demonstrated the con- 
tinuity of the extra and intradural portions of the tumor, 
the dura over the constricted neck was incised (Figure 3). 
The intradural part of the growth was elevated, and pos- 
terior adhesions between the dura and the tumor were 
freed. This caused severe pain until an adherent pos- 
terior nerve root, thought to be the fifth or sixth dorsal, 
was identified and cut. Further dissection showed that 
the tumor extended into the foramen between the sixth 
and seventh vertebrae, where it was firmly attached. A 
ligature was slipped down over this part of the tumor 
and tied after freeing the capsule. The patient’s pulse 
varied between 80 and 94 during the operation; the field 
was practically bloodless; and there was no pain except 
when elevation of the tumor put traction on a posterior 
root. 

The tumor (Figure 4) weighed 7 gm. and measured 
3.5 by 2.5 em. Microscopic sections showed it to be a 
fibroma. 
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Drawing from sketch made at operation. 
Case 2—Appearance after incision of band of dura posterior to neck of tumor. 
Capsule intact except at A, where it was included in the ligature. 


Post-operative Course—On the eighth day the plantar 
reflexes were normal, and the sensory loss was less 
marked. He walked on the eighteenth day, when exami- 
nation showed no sensory loss, no spasticity, and normal 
tendon and skin reflexes. January 3, 1924, the patient 
was dismissed from the hospital. January 16 he went to 
work as a waiter. In February he returned to his former 
employment as a railroad laborer. In November, 1924, 
the patient reported for observation. He had been work- 
ing steadily at pick-and-shovel labor, and considered him- 
self perfectly well. Examination showed nothing ab- 
normal. 


Case 3—Negative exploration of the lumbosacral cord. 


Mr. K. B. (Disp. No. 123,888), a painter aged 51 years, 
entered Lane Hospital on January 8, 1924. 


History—Rest from work had led to prompt recovery 
from two attacks of lead palsy; of the legs in 1915, and 
of the right arm in 1920. In 1922 he began to have 
cramp-like pains in the right hip, followed by weakness 
of both legs. Early in 1923 the right thigh and leg be- 
came stiff and “jumpy,” and motions of the right ankle 
and toes were lost. The palsy increased with long with- 
drawal from exposure to lead. 


Examination—The muscles of the right buttock, thigh 
and leg were atrophic. All motions of the right ankle 
and toes were absent. The flexors and extensors of the 
right knee were slightly weak. The knee-jerks were very 
active, the right more than the left. There were bilat- 
ral crossed adductor responses. The left ankle jerk was 
hyperactive, but the right was absent. The Babinski re- 
flex was positive on the left, negative on the right. 


The afternoon temperature was about one degree above 
normal. The leucocyte count varied between 9000 and 
17,000. Wassermann reactions on the blood and spinal 
fluid were negative. The roentgenograms showed six 
lumbar vertebrae, with the right sixth transverse process 
articulating with the sacrum. The spinal fluid was clear, 
colorless, and showed 2 leucocytes per cmm.; one speci- 
men gave positive Nonne and Noguchi reactions, and an- 
other gave a negative Nonne and a positive Noguchi. 
Twenty-five cc. of spinal fluid were replaced by the same 
amount of air. Dr. R. R. Newell reported: “A large 
quantity of air has been injected into the lower portion 
of the spinal canal. The nerve trunks can be seen as 
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slightly denser masses on either side. The canal has been 
demonstrated sufficiently well to rule out any except a 
very small tumor at the level of the second lumbar ver- 
tebra or below. Higher than this the examination gives 
no information.” 


Diagnosis—Opinion varied as to whether the lesion in- 
volved the conus or the cauda equina. On the basis of 
the pyramidal tract signs and the spinal pneumogram, 
exploration of the lumbosacral cord was decided on. 


Operation—February 19, 1924. Preliminary medication 
as before; prone position; infiltration with 300 cc. of 
0.5 per cent procain containing eighteen drops of 1/1000 
adrenin. The eleventh and twelfth dorsal and the first 
lumbar laminae were removed and the dura was incised. 
The posterior aspect of the exposed cord was normal. 
Two dentate ligaments were cut to permit lateral and 
anterior exploration, which was negative. A_ ureteral 
catheter passed up and down the canal without meeting 
obstruction. The operation was painless, even when the 
cord was lifted by traction on the divided dentate liga- 
ments. 


Post-operative Course—The wound healed cleanly 
During his stay in the hospital the patient continued to 
have an afternoon rise of temperature, for which no 
cause was ever found. He was dismissed unimproved. 
Dr. R. W. Harvey of San Francisco informed me that 
the patient had a left foot-drop, in addition to his other 
palsies, in September, 1924. 


_Case 4—Exposure of intramedullary tumor at level of 
sixth cervical laminae. Brown-Sequard syndrome. Im- 
provement following roentgen-ray treatment. 


Mr. R. E. E. (Disp. No. 128,076), a laborer aged 39 
years, entered Lane Hospital May 18, 1924. 


History — For fifteen years he had been troubled by 
pains which radiated from the posterior cervical region 
toward the left shoulder. For one year he had noted in- 
creasing loss of sensation of the right leg, thigh and body 
up to the nipple line, and weakness of the left leg. 

Examination—Temperature sensation was absent, pain 
sensation diminished, and touch sensation normal below 


the first dorsal segment on the right. The second dorsal 


segment on the left was hyperesthetic. The left lower 
extremity was weak. The left knee-jerk was greater than 
the right, and the left plantar response was pathologic. 

Wassermann reactions on the blood and spinal fluid, 
roentgenograms of the spine, and analysis of the spinal 
fluid were negative. 

Diagnosis—(Dr. Walter F. Schaller.) Tumor at second 
or third dorsal segment of the cord. 

Operation—June 13, 1924. Preliminary medication and 
position as in previous cases. Infiltration with 100 cc. of 
0.5 per cent procain, containing fifteen drops of 1/1000 
adrenin. After removal of the fifth, sixth, and seventh 
cervical laminae, the dura was incised and the adherent 
arachnoid was separated from the dura. There was a 
slight enlargement of the cord at the level of the sixth 
laminae, which was at first thought to be within normal 
limits. Anterior exploration, after incision of a dentate 
ligament, was negative. A ureteral catheter passed up 
and down the canal without meeting obstruction. It was 
decided that the lesion might lie below the exposed field; 
and, in order to save time (as the lower limit of infil- 
tration was at the first dorsal laminae), the patient was 
given a general anesthetic for removal of the first and 
second dorsal laminae. Bleeding was troublesome, in con- 
trast to the dry field while working with procain. The 
cord under these laminae appeared normal. More care- 
ful inspection of the enlargement at the level of the sixth 
cervical laminae showed that cord pulsation was absent 
below this point. A longitudinal incision was made 
through the left posterior column, which exposed a yel- 
lowish infiltrating tumor 2-mm. under the pia. No speci- 
men was taken, for fear of doing damage. The dura was 
sutured. The patient suffered no pain during the part of 
the operation which was done without narcosis. 

Post-operative Course—The wound healed cleanly. 
He was in a chair on the nineteenth day, and walked on 
the twenty-second day, when the hyperesthetic zone on 
the left had disappeared, and the left leg was stronger. 
Roentgen-ray treatments were started on the twenty- 
fourth day, when the patient left the hospital. On 
August 7, the loss of temperature and pain sensation was 
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limited to the right lower extremity, the strength of the 
left leg was improving, and the left plantar reflex was 
normal. On October 4, only a few patches of tempera- 
ture loss were found over the right thigh and leg. There 
was no motor weakness, and the left knee-jerk was only 
slightly greater than the right. On November 6, no sen- 
sory loss could be demonstrated. He had been doing 
heavy labor in a grain warehouse for six weeks. He 
receives roentgen-ray treatment once a month.* 


DISCUSSION 


Although textbooks on local anesthesia and on 
surgery of the spinal cord describe methods of anes- 
thetizing for laminectomy, there are few reports 
of operations under local anesthesia. Heidenhain 
(Laminectomie in Lokalanisthesie, Zentralbl. f. 
Chir., 39:281 (March 2), 1912) did four painless 
operations, in which no intradural procedures, be- 
yond two negative explorations, were necessary. 
Strachauer (Laminectomy under local, not spinal, 
anaesthesia, Journal-Lancet, 36:93 (February 15), 
1916) removed a localized hypertrophic pachymen- 
ingitis from one patient, and an extramedullary 
tumor from another. The operations were pain- 
less, free from shock, and practically bloodless. Fra- 
zier (Laminectomy and regional anaesthesia, Ann. 
Surg., 68:12 (July), 1918) did a negative explora- 
tion, and he noted that there was pain only when 
the posterior roots were disturbed. Neuhof (Giant 
endothelioma of medulla. Suboccipital craniotomy 
and removal of arches of atlas and axis under local 
anesthesia, Surg. Clin. N. Am., 1:1693, 1921) oper- 
ated on a patient whose condition was very similar 
to that of the first patient of this report. The tumor 
was more extensive, however, and only the present- 
ing portion could be removed. There was no shock, 
but death from respiratory failure occurred thirty- 
six hours after operation. Ranzi (Operationen 
wegen Riickenmarkstumor und ihre Resultate, Arch. 
f. klin. Chir., 120:489, 1922), in Case 14, removed 
a small endothelioma, probably using ether for the 
intradural work. Farr (Practical local anesthesia, 
Phila., Lea & Febiger, 1923) removed two extra- 
medullary tumors, one with local anesthesia alone, 
and the other with ether for the intradural manipu- 
lations. 

These reports are in agreement with my find- 
ings. The laminectomy can be done without caus- 
ing pain, while the intradural procedures may be 
painless, or may require temporary narcosis. Some 
extramedullary tumors have been removed painlessly 
(Strachauer, Neuhof, Farr’s first case and my first 
case), and others required general anesthesia ( Ranzi, 
Farr’s second case). My second patient suffered 
momentary severe pain until an adherent posterior 
nerve root was cut, and he should have been under 
narcosis during this stage of the operation. Nega- 
tive explorations and exposures of intramedullary 
tumors are painless (Heidenhain’s third case, Fra- 
zier, the third and fourth cases of this report). 

The uncertainty about how much can be done 
within the dura, limits the scope of such operations 
under local anesthesia. If the condition of the pa- 
tient does not contra-indicate narcosis, there is no 
good reason for avoiding it, because a properly 
conducted laminectomy under a general anesthetic 


* This patient was working steadily at heavy labor in 
November, 1925. It would appear that the roentgen ray 
has had a beneficial effect on this tumor. 
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should not be complicated by troublesome hemor- 
rhage or shock. My last three patients would prob- 
ably have done quite as well after operation under 
ether. Case 1, however, is clearly an example of 
a condition in which narcosis is impossible. The res- 
piration was almost, if not entirely, thoracic in char- 
acter, and the patient was constantly under the 
strain of aerating the lungs by voluntary effort. In 
such a situation one must expose the lesion without 
narcosis, and, if necessary, employ nitrous oxide dur- 
ing the removal of the tumor. Fortunately, in this 
case, as well as in Neuhof’s, narcosis was not re- 
quired for the intradural work. 


Aside from compression of the medulla or upper 
cervical cord, the indications for local anesthesia in 
exploration of the spinal cord are the same as for 
any other operation, such as herniotomy. Cardio- 
renal disease or chronic respiratory infection may 
make narcosis undesirable. In such cases the opera- 
tion can be done under procain with minimal risk 
of ensuing complications. It would seem that Hibbs’ 
ankylosing operation on the spine would offer a 
promising field, for patients suffering from Pott’s 
disease are often poor subjects for a general anes- 
thetic. 


The technic employed in these operations was 
simple infiltration of the soft parts and of the perios- 
teum of the laminae. Paravertebral blocking was 
not attempted, because it was thought that a needle 
introduced between the transverse processes might 
puncture the dura. Infiltration proved to be per- 
fectly satisfactory. As much as 300 cc. of 0.5 per 
cent procain have caused no ill effect. In this, as in 
any other operation, the amount of 1/1000 adrenin 
has been kept below twenty drops. 


CONCLUSIONS 


1. Laminectomy can be painlessly carried out 
after infiltration with local anesthesia. 


2. Exploration of all aspects of the cord, and re- 
moval of extramedullary tumors, are painless, pro- 
vided that handling of the posterior columns and 
posterior nerve roots can be avoided. 


3. Compression of the medulla or upper cervical 
cord, causing impaired function of the diaphragm, 
is a positive indication for the use of local anes- 
thesia. 


4. If visceral disease contra-indicates narcosis, ex- 
ploration of the cord should be done under local, 
with the temporary addition of general anesthesia, 
if necessary, during manipulation of the cord. 


Stanford University Hospital. 


DISCUSSION 


Wa ter F. ScHALiter, M.D. (Medical Building, San 
Francisco)—Doctor Towne, in his several case reports, 
has given me an opportunity to again meet old friends. 
I recall particularly the first case reported, in which the 
diagnosis was obscure for a long period and, indeed, 
uncertain until marked and dangerous paralyses had 
made their appearance. Thus the operative risk, always 
considerable in cervical cord tumors, was made greater 
in the face of marked respiratory distress. I doubt if 
this patient would have survived under a general anes- 
thetic. The strong point in Towne’s paper, in my opinion, 
is the preference for local anesthesia in operations on 
cervical cord tumors. I witnessed one unfortunate out- 
come recently, following removal of an extradural cervi- 
cal tumor. A general anesthetic had been given. On re- 
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gaining consciousness the patient was in fairly good 
shape, but complained bitterly of pain. The house officer 
ordered a hypodermic injection of 1% grain morphin sul- 
phate, following which marked respiratory embarrass- 
ment ensued with a respiratory death. The post-opera- 
tive condition in operations on the central nervous sys- 
tem following local anesthesia is in striking contrast to 
the condition following general anesthesia. There is a 
striking difference in the amount of shock and intoxica- 
tion in favor of the former. In selected cases I should 
say that laminectomy under local anesthesia is indicated 
in cervical tumors and other selected cases in persons 
whose fortitude and temperament render them good sub- 
jects. 


Cart W. Ranp, M. D. (Pacific Mutual Building, Los 
Angeles)—That local anesthesia is the method of choice 
in certain instances when the spinal cord and brain are 
to be explored, there can be no question. It is not infre- 
quently applicable when the ventricles are to be inflated 
or foreign bodies removed. Neurosurgery, as conducted 
in the field during the war, was done largely under local 
anesthesia, and it was surprising how much could be 
accomplished with it. I think this fact has added impetus 
to its more general use in civil practice. If I am not 
mistaken, some operators are carrying out chordotomy 
under local, so that the anesthesia produced by severing 
the pain and temperature fibers may be accurately esti- 
mated at the time and guide the operator as to the depth 
of his incision. General infiltration, as recommended by 
Towne, meets all the requirements in both cranial and 
spinal surgery, and is simpler than any other type of 
block or regional anesthesia. 

Howarp C. Narrzicer, M. D. (380 Post Street, San 
Francisco)—I feel quite in accord that local anesthesia 
has a definite and important place in surgery of the ner- 
vous system. 

The first case of Towne’s was ideally adapted to it. 
In the few traumatic cases that require laminectomy it 
should also be of value. The advisability of any con- 
siderable amount of morphine in cases with respiratory 
distress might be questioned. In cranial surgery local 
anesthesia, in my experience, has been of widest value in 
traumatic cases—penetrating wounds, depressed fractures, 
decompressions and drainage operations. 

In exploratory operations and other diagnostic proce- 
dures with patients adaptable to it, it is most satisfactory. 

In surgery of brain tumors, while it lessens bleeding 
and intracranial tension, it has certain disadvantages. 
One may be deterred in a tumor removal of consider- 
able gravity by the knowledge of a conscious patient. 
In these, ether has its advantages. I am aware of the 
impression that long ether anesthesias are poorly borne, 
and I feel that this is true of children. I believe, how- 
ever, that the risk of long anesthesia is much overdrawn. 

We are a little prone to attribute post-operative results 
to anesthesia. Usually an unfortunate condition of the 
patient is much more soundly explained by other factors. 
While firmly convinced of the value of local anesthesia 
in many cases, I believe that the mental and nervous tax 
of a long and trying operation on a conscious patient is 
not to be minimized nor borne with equanimity by all 
of us. 


The Sella Turcica—Observations made by John D. 
Camp, Boston (Journal A. M. A.), based on anatomic 
specimens and roentgenograms show the normal sella to 
vary in contour and size. Variations in contour may be 
classed into three types: the round, oval and flat, of 
which the oval type predominates in the adult. The 
average sella will measure 1.06 cm. and 0.81 cm. in the 
anteroposterior and vertical directions, respectively. Vari- 
ations in the shape of the clinoid processes are numerous, 
and union between the anterior, middle and posterior 
clinoids, producing a bridged sella, occurs in about 5 per 
cent of cases. Such an anatomic variation seems to be 
of no clinical significance. Pseudo-defects and apparent 
anomalies of structure are easily produced in a roentgeno- 
gram by faulty localizing technic. Pathologic conditions 
producing changes in the sella are numerous, and the 
differentiation of these changes as to cause is often diffi- 
cult. Owing to the characteristic deformity of the sella 
usually produced by each, the differentiation between an 
intrasellar and extra-sellar lesion is generally possible. 
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TUBERCULOUS CECAL TUMOR 
By CLaRence A, JoHnson,* M.D., Los Angeles 


There are two forms of tuberculosis of the caecum 
which may be met with: (1) Tuberculous ulceration of 
the caecum; (2) hyperplastic tuberculosis of the caecum. 
Hyperplastic tuberculosis of the ileo-caecal region is a re- 
markable condition which imitates a new growth in the 


great thickening of the intestinal wall and in producing 
Stenosis. 


Tuberculous infection may attack either the mucous 
membrane, the submucous tissue, or the muscular coat 
and the subserous layer. 

Tuberculous ulceration of the caecum usually occurs as 
a terminal complication of advanced phthisis, and there 
is little possibility of treating it by surgical means. 

Case report. 


Discussion by C. P. Thomas; J. F. Percy; O. O. 
Witherbee; C. E. Phillips; Andrew S. Lobingier; C. W. 
Anderson; W. L. Huggins, Los Angeles. 


UBERCULOSIS, limited entirely to the cae- 

cum, occurs rarely, being about 8 per cent of the 
cases involving the intestine. Primary infection of 
the mucous membrane from tuberculous milk, meat, 
or butter occurs very rarely in adults. Secondary 
tuberculosis of the intestine, due to the swallowing 
of sputum containing tubercle bacilli, is very com- 
mon, and some authorities claim that over 50 per 
cent of the fatal cases of pulmonary tuberculosis 
have tuberculous involvement of the intestine. It 
may be, however, that in a large majority of the 
people who suffer from follicular ulceration of the 
small bowel it may be due to the pyogenic organ- 
isms contained in the sputum they swallow; and 
that every ulcer found in the small intestine is not 
necessarily tuberculous. These ulcerations, however, 
render the bowel more susceptible to tuberculous 
infection, and they eventually cause a mixed infec- 
tion ulceration. 

Infection of the mucous membrane of the intes- 
tine may possibly occur by the extension of the 
tuberculous process from the peritoneum, or as the 
result of the discharge from the tuberculous glands 
or abscesses in the lumen of the intestine; but these 
modes of infection are quite exceptional. 


SITUATION 


Tuberculous ulceration of the intestine is com- 
monest in the lower part of the ileum and, like 
typhoid fever, is more common around the ileo- 
cecal valve, and may extend into the appendix, giv- 
ing rise to appendicitis, or into the colon. The 
colon may indeed be affected without the ileum 
being attacked, as was present in the case to be 
reported. 


ANATOMICAL CHARACTERS 


The tubercles generally begin either in Peyer’s 
patches or in the solitary glands, and after under- 
going caseation appear as small yellowish spots, 
which soften down ifi the center, run into each 
other, and by opening into the intestine give rise 
to the earliest stage of tuberculous ulcer. The 
lymphoid and other tissues around are swollen from 
extension of the inflammatory process, and the edges 
of the ulcers are raised. The ulcer extends by the 
softening of the surrounding tubercles, while at 


*Clarence A. Johnson (523 West Sixth Street, Los An- 
geles), received his M. D. degree from Rush Medical Col- 
lege, 1910. He limits his practice to Surgery. 
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the same time infiltration of the coats of the intes- 
tine is proceeding. The lymphatic vessels become 
affected, and local peritonitis is set up. The base of 
the ulcer thus becomes thickened by tuberculous in- 
flammation in its muscular and serous wall, and 
small white, or even yellow, tubercles can be seen 
on the peritoneal surface, which appears somewhat 
opaque and thickened. The base of the ulcer is thus 
protected against perforation, and may be consider- 
ably thicker than the healthy parts of the intestine. 


The ulcers, which at an early stage are small and 
round, become large and irregular in outline. Like 
most chronic ulcers, they are apt to run transversely 
round the lumen of the bowel, this extension being 
preceded by tuberculous infection of the lymphatic 


vessels, the circular course of which is shown up by 
caseous spots. 


There are two forms of tuberculosis of the cae- 
cum which may be met with: (1) Tuberculous 
ulceration of the caecum; (2) hyperplastic tuber- 
culosis of the caecum. Hyperplastic tuberculosis of 
the ileo-cecal region is a remarkable condition which 
imitates a new growth in the great thickening of 
the intestinal wall and in producing stenosis. It is 
very chronic and has been thought to be due to in- 
fection with attenuated tubercle bacilli and other 
organisms, a mixture of tuberculous and simple 
inflammatory lesions resulting (Lartigau), or to 
bovine tuberculosis. The caecum and the ileo-caecal 
valve are the usual situations, and may extend for 
a short distance into the ileum. 


The symptoms are usually those of chronic appen- 
dicitis accompanied often by alternating diarrhea 
and constipation, the stools showing blood reactions. 
If allowed to continue, numerous fistulae form and 
either discharge externally or into the intestine. 
The hypertrophic form, which is of more frequent 
occurrence, usually begins with systemic symptoms 
as anorexia, various phenomena of indigestion, fre- 
quently giving symptoms which are difficult to dif- 
ferentiate clinically from duodenal ulcer, and only 
showing vague localized symptoms in the right iliac 
fossa. The tumefaction is usually palpable, hard, 
frequently nodular and sausage-shaped. It is not 
particularly tender to pressure. Obstructive symp- 
toms supervene, and after a course of from one to 
three years, usually terminate the life of the patient 
if unrelieved. 


DIAGNOSIS 


An important factor is the existence of tubercu- 
lous disease of the lungs or peritoneum. The pas- 
sage of blood may occur in simple ulceration of the 
intestine, but in the hyperplastic form practically 
never. The x-ray and fluoroscope are invaluable 
aids in diagnosis. Age is rather an important fac- 
tor, being usually in people from 20 to 40. 


DIFFERENTIAL DIAGNOSIS 


The differential diagnosis is of importance from 
the prognostic standpoint. It is usually fairly easy 
to differentiate from appendicits on account of the 
slowness of onset and the presence of a dense mass. 
Actinomycosis should be thought of, but it is quite 
rare, and if any tissue or fluid can be obtained the 
actinomyces can be found. The most difficult dis- 
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tinction is from malignant growths. In cancer the 
entire course is, as a rule, much more rapid, stenosis 
intervenes much more rapidly, and the tumor is 
more irregular. 


PATHOLOGY 


Tuberculous infection may attack either (1) the 
mucous membrane, (2) the submucous tissue, (3) 
or the muscular coat and the subserous layer. In 
tuberculosis of the submucous layer there is a round- 
celled infiltration interspersed with giant cells in 
the submucous tissues. The mucous membrane itself 
is not ulcerated in“the hyperplastic form, but, ac- 
cording to Tuffer, when the lesion heals it contracts 
and produces diaphragm-like strictures. TTubercu- 
losis of the muscular and subserous coats produces 
the chronic hyperplastic tuberculous tumors of the 
intestines. In these cases the muscularis is greatly 
thickened, owing to the deposition of the dense 
fibrous tissue, but the chief deposit of this tissue is 
beneath the serous membrane, which may reach a 
thickness of from one-half to one inch. 


TREATMENT 


Tuberculous ulceration of the caecum usually oc- 
curs as a terminal complication of advanced phthisis, 
and there is little possibility of treating it by sur- 
gical means. 

Treatment for hyperplastic tuberculosis of the 
caecum causing tumor formation and obstruction 
from stricture of the bowel, and usually mistaken 
for malignant disease, is complete extirpation with 
resection of the glands as far back as the origin of 
the ileocolic artery. The intestine should be re- 
sected, eight inches of the ileum, and at the junc- 
tion of the upper and middle third of the ascending 
colon so as to include the right colic artery and its 
accompanying glands. Lateral or end anastomosis 
between the lower ileum and ascending colon should 
follow, or be short-circuited by lateral anastomosis. 
The best results have followed resection. 


CASE REPORT 


A male, 22 years of age, white, entered the General 
Hospital on April 26, 1923, with a swelling of the fifth 
metacarpophalangeal joint of the left hand. Patient states 
that five years ago (1918) he injured this finger and it 
continued to swell until it became an inch in diameter, 
sensitive to touch, but not sore. There was no drainage 
of pus discovered at this time. Soon after this the patient 
had influenza with double pneumonia following, which 
left him with pulmonary tuberculosis. He went to El 
Paso, Texas, for treatment of the tuberculosis and made 
a satisfactory recovery. While in El Paso, in 1920, the 
lesion on his finger was removed, which healed, appar- 
ently without any infection. It began to grow soon after 
this, however, and was removed again early in 1921. 
There were no signs of its recurrence again until Janu- 
ary, 1923, and three months from this time he entered 
the General Hospital for its relief. 

Patient has had whooping cough, measles, mumps, and 
influenza in 1918, which left him with pulmonary tuber- 
culosis. He has had no accidents and only the operations 
mentioned above. His family history is negative. Father 
and mother living and well. Has never had any brothers 
or sisters. 

The patient is a young man, fairly well nourished, who 
walked into the hospital apparently in no pain. Tempera- 
ture, pulse, and respiration normal. Breath-sounds not 
accentuated; no definite areas of dullness, but slightly 
duller over both apices. Few crepitant rales heard over 
right upper lobe near inner angle of the scapula; fremi- 
tus normal. Heart normal. During this examination, 
a tumor mass was discovered in the right lower quadrant 
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of the abdomen, which was irregular and tender on deep 
palpation; most easily movable to the left horizontally, 
and adherent to the structares below. There is a slight 
rigidity of the muscles on the right side. No other pa- 
thology noted. Genito-urinary negative. The extremities 
are normal as to adenopathy, motion, and arthritis, with 
the exception of the upper left, which shows a swelling 
on the fifth metacarpophalangeal joint on the dorsal sur- 
face. This swelling is red, warm, slightly fluctuating, and 
upon pressure a brownish pus exudes. Reflexes: Plantar, 
anterior tibial, knee-jerk, abdominal and forearm not ex- 
aggerated and are responding equally on both sides. 


Laboratory Findings—Urine: Quantity passed in twenty- 
four hours, 1500 cc.; color, straw; specific gravity, 1010; 
reaction, acid; albumen, 0; sugar, 0; no casts or pus 
cells found. Blood: Hemoglobin, 70 per cent; red cells, 
3,200,000; white cells, 6000; polys., 52 per cent; small 
monos., 18 per cent; large monos., 30 per cent; Wasser- 
mann, negative. X-ray: X-ray of hand showed rarefac- 
tion at the distal extremity of the fifth metacarpal at the 
site of the previously reported lesion, giving appearance 
of operative -interference. X-ray of colon, after barium 
enema, showed annular filling defect of ascending colon 


at the site of the palpable mass. Gives appéarance of 
neoplasm. 


Pre-Operative Diagnosis, Indications for Operation, and 
Operative Procedure—Caecum was resected by myself on 
May 14, 1923, and was tuberculous. Indications: Tumor 
mass and partial obstruction of the bowel. Procedure: A 
right rectus muscle-splitting incision was made, opening 
directly upon the mass in the right lower quadrant, which 
revealed tuberculosis of the appendix and caecum. Ap- 
pendix ulcerated at base. Tubercles encircling the as- 
cending colon to within 10 cm. of the hepatic flexure. 
The entire mass was bound down to the posterior ab- 
dominal wall. The mass was easily dislodged and the 
ascending colon, caecum, appendix, and 6 cm. of distal 
end of ileum removed by cautery. Murphy button, end 
of ileum, and side of colon anastomosis performed. 
Wound closed by No. 1 catgut double on peritoneum; 
No. 1 chromic double on fascia; four silkworm sutures 
and dermol; three rubber dam drains inserted around the 
resected area. 

Gross and Microscopic Description of Tissue Re- 
moved—Specimen consists of caecum, small portion of 
ascending colon, appendix, and 6 cm. of ileum. Portions 
of omentum are plastered to the caecum, and it is very 
firm. The surface is ragged and of a dark red color. 
The wall of the caecum is greatly thickened and firm, but 
not nodular, the average thickness 7 mm. It is uniform 
and almost cartilaginous. This thickness ends abruptly at 
the ileo-caecal valve, and distally it tapers out to where 
the first portion of the ascending colon resumes its normal 
thickness. The mucosa is polypoid with numerous small, 
firm tongue-like prolongations of mucosa. There is no 
ulceration of mucosa. Ileum does not appear to be 
altered; neither does ascending colon. Microscopic exami- 
nation shows a picture of one of the infectious granulo- 
mata, probably tuberculous. 


Final Diagnosis—Tuberculosis of the caecum. 


Progress Notes—Patient did not take ether well; had 
15 minims of camphor in oil, 2 grains of caffein sodium 
benzoate, and 1300 cc. of normal saline during operation. 
Returned to ward. Pulse 88; respiration 20. Had four 
hypodermics of morphine, one-fourth grain, following 
operation. Had hypodermoclysis for the first few days— 
in all about 5000 cc. of normal saline, together with Mur- 
phy drip of 5 per cent soda and glucose. Temperature 
rose to 103.6 on the third day (May 17), but gradually 
subsided and was normal on the seventh day (May 20), 
and remained so throughout his convalescence. Patient 
voided the morning after the operation, and continued to 
do so normally thereafter. Patient received nothing by 
mouth until the eighth day after the operation, when fruit 
juices were allowed. Murphy button passed on June 2 
with considerable leakage about the incision, which con- 
tinued until he left the hospital on June 3 on full diet. 

Condition on Discharge—Patient was feeling much im- 
proved, but was to secure more favorable quarters where 
he might receive. the application of the sun to the wound. 

Follow-up Notes—I saw patient again on July 1, 1923, 
when he stated that he had gained about ten pounds. He 
reported to me again on September 4, four months after 
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operation, stating that he had gained thirty pounds since 
his operation. Reported to me again on March 7, 1924, 
stating that he had been working for four or five months 
and that he was feeling as well as he ever did. 


523 West Sixth Street. 


DISCUSSION 


C. P. Tuomas, M.D. (607 South Hill Street, Los An- 
geles)—This paper brings out very well the two types 
of tuberculosis of the caecum, and Johnson is to be con- 
gratulated on having brought out the subject in the thor- 
ough manner in which he did. Most of these patients 
come to us late, and after tumor formation and the typi- 
cal sausage-shaped mass, which Johnson described in his 
paper, is found. I wish to commend the use of the Mur- 
phy button as Johnson used in the case he reported, as it 
can be done more quickly and with much less trauma 
and risk of infection than any other method. 


J. F. Percy, M.D. (1030 South Alvarado Street, Los 
Angeles)—I would like to ask Dr. Johnson what he con- 
siders the origin of the interesting tumor which he re- 
ported, whether from the hand or from the lungs? Some 
years ago I treated a 6-year-old child suffering from a 
tuberculous involvement of the bones and soft structures 
of the hand and wrist. There was a large area of de- 
struction, so that not only the tendons, but the bones were 
exposed. While still under treatment for the hand, a 
tubercular mass developed in the caecum of the same 
general type that Johnson has reported. This I removed 
with a very satisfactory result, and the patient is still 
living. 

I especially want to recommend the use of the x-ray 
in the treatment of superficial tubercular lesions. In the 
child which I have just mentioned, not only was the con- 
dition cured, but she ultimately had a most useful hand. 


O. O. WirHERBEE, M.D. (523 West Sixth Street, Los 
Angeles) —Tuberculosis of the caecum can be most easily 
confused with chronic appendicitis, as Johnson has 
brought out. It is amazing how well a patient may get 
along -with a contracted lumen of the small bowel. One 
of my patients, who is still living, had at the time of 
the operation (fifteen years ago) several contracted areas 
of the small intestine. 


Cuarves E. Puitiies, M. D. (523 West Sixth Street, 
Los Angeles)—I wish to emphasize the importance of a 
thorough resection in these cases, getting well back into 
normal tissue, as they do not heal well and it is always 
advisable to leave all tissues as normal as possible. 


Anprew S. Losincier, M. D. (Merritt Building, Los 
Angeles)—I wish to emphasize the statement of Dr. Phil- 
lips, urging the necessity of doing a wide resection, care- 
fully walling off the area to prevent soiling, before any 
attempt is made to remove the bowel. These wounds re- 
pair slowly in most instances. I also wish to congratu- 
late Dr. Johnson on the success he had with the case re- 
ported, as we all realize that the majority of cases of 
this character do not lead to such a happy result. 

I have observed a great many of these patients and 
found that ulceration was much more common than we 
have been led to suspect. 


C. W. Anperson, M.D. (523 West Sixth Street, Los 
Angeles)—I have had occasion lately to see two patients 
with tumor mass in the right lower quadrant, which re- 
sembled the condition described by Johnson. 


The first had been diagnosed appendix abscess, and 
had absolutely refused operation before I saw her. Under 
expectant treatment the temperature and pulse became 
normal, and the pain and tenderness cleared up; but the 
tumor remained until a~dose of castor oil was given, 
when it promptly disappeared. Following this the patient 
was well for several weeks, and then had a similar at- 
tack with recurrence of the mass, which again disap- 
peared after a purgative. 

Operation later revealed a _ retro-caecal appendix, 
which apparently had doubled the caecum on itself in 
such a way as to favor the accumulation of fecal matter. 

The other patient, a man 50 years of. age, had pulmo- 
nary tuberculosis. The disease became arrested and he 
remained well until one year ago, when he had a hemor- 
rhage from a duodenal ulcer. Under Sippy treatment this 
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healed, and x-rays taken recently show no abnormalities 
in this region. Recently, he was taken sick with what was 
apparently sub-acute appendicitis. Under starvation and 
ice-bag treatment the temperature and pulse had become 
normal when I first saw him, three days after the onset 
of the attack. There was a slightly tender mass in the 
right lower quadrant. Castor oil, given several days 
later, failed to affect this mass, and x-rays taken three 
weeks later show a lack of filling of the caecum on its 
inner side, and I believe that this is a case of hyper- 
plastic tuberculosis of the caecum. 


Watter L. Huccins, M.D. (523 West Sixth Street, Los 
Angeles)—I saw a doctor’s wife some years ago who had 
been at a celebrated clinic with a general tuberculous in- 
volvement of the intestines which matted them down, and 
all that could be done was an anastomosis. This was ten 
years ago, and the patient is apparently well at this 
time—which seems to prove that opening an abdomen 
will often cure a condition of this kind. 


Doctor JoHNson (closing)—I wish to thank the gentle- 
men for the discussion of my paper. In answer to Dr. 
Percy’s question regarding the origin of the infection in 
the case reported, I am inclined to believe that it came 
from the hand, as it came before he had the influenza 
and tuberculosis in 1918. In reply to Dr. Lobingier’s sug- 
gestion of ulceration of the mucosa, I will state that my 
experience has been rather limited in this particular con- 
dition, but I intended my discussion particularly for the 
hyperplastic tumor, in which, I am led to believe, ulcera- 
tion is not a common occurrence. 


QUESTIONABLE OPERATIONS AND 
TECHNIQUE 


* By Freperick A. Ruopes,* M.D., Los Angeles 


Are there many unnecessary operations? If so, who is 
to blame? Some reasons that patients forsake the regular 
physicians and visit various cultists. 


Are some of the popular major operations of question- 
able value? Who shall judge as to the value of certain 
operations? 


Some errors of technique. Status of Cesarean section 
and other methods of rapid delivery. Value of endocrine 
therapy in surgical conditions. 


How can we obtain more complete records of all opera- 
tions showing the cause and findings? Should such rec- 
ords be made a part of the state’s vital statistics? 

A better knowledge of pathologic-physiology and a more 
charitable relation between medical men desirable. 


BVERY surgeon has at some time wished that 
he had not performed a certain operation. It 
may have been because a tonsil had bled too much, 


or one of the ureters was cut while doing a difficult 
hysterectomy. 


One reason surgery is not respected by some is, 
that many attempt difficult operations without hav- 
ing had the proper training. It is difficult for the 
newcomer to California to tell whether Dr. Smith, 


*Frederick A. Rhodes (420 Wright & Callender Building, 
Los Angeles), M. D. University of Pittsburg, 1900. For- 
merly Professor of Physiology, Medical, Dental and Phar- 
macy Departments, University of Pittsburgh. Practice lim- 
ited to Surgery. Hospital connections: Hollywood Hos- 
pital. Publications: Applied Physiology (Medical Press, 
Pittsburgh, 1908), The Next Generation, Richard Badger 
Company, Boston, Mass., 1915; The Cautery in Treat- 
ment of Jacksonian Epilepsy (Jour. A. M. A., Sept. 23, 
1916); Care of Pregnant Woman (N. Y. Times, Aug., 
1910); Ante-Operative Diagnosis and Findings in Abdomi- 
nal Surgery (Bulletin Allegheny County, Pa., Med. So- 
ciety, Feb., 1916); Introspection in Gynecology (American 
Journal of Obstetrics, 1915); Emergency Abdominal Oper- 
ations (Bulletin Allegheny County, Pa., Medical Society, 
June 1914); Diagnosis of Ectopic Pregnancy (Amer. Jour. 
Obstetrics, 1918); Carbohydrate Metabolism (American 
Medicine, Dec. 10, 1904); Physiology of Temperature, 
ete. (Amer. Jour. Obstetrics, 1906), etc. 
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whose name is found in the telephone book or seen 
on a window, is an educated, ethical physician, or 
one of the numerous “doctors” permitted to practice 
on the public without having had adequate edu- 
cation. 


A questionable operation does not take into con- 
sideration deferring emergency operations on ac- 
count of money consideration, if unable to place the 
patient in a charitable institution at the time; nor 
does it have to do with the operations done under 
unfavorable conditions when the patient could be 


transferred to a proper operating-room without dan- 
ger to him. - 


A questionable operation does take into considera- 
tion two important questions: Will the patient he 
better for having had the operation performed, and 
would the surgeon desire such an operation of iden- 
tical indications on one of his own family? 


Because some physicians make a too quick diag- 
nosis of appendicitis and what not, and advise an 
immediate operation, many persons forsake the regu- 
lar physicians and consult the numerous cultists. We 
are largely to blame for the many irregulars among 
us today. Frequently, a patient tells us that some 
physician has insisted on an immediate appendec- 
tomy after his appendix had been removed years 
before. Many a drugless healer states that hundreds 
of healthy appendices have been removed.. Recently, 
the question occurred to me: Should a surgeon who 
depended upon the fee for the next operation per- 
form same, if there is any doubt as to the cor- 


rect diagnosis, without consultation with another 
surgeon? 


In 1916, I presented a paper on ante-operative 
diagnosis and operative findings, in which I urged 
that each hospital should require every surgeon to 
enter on a record, which could be seen by those 
entitled to see it, the diagnosis before the operation, 
the name of the consultants if any, also the opera- 
tive findings. I have kept such records for the past 
fourteen years. All good hospitals now require this 
and much more for the protection of the patient. 
I now believe that every hospital should report to 
a bureau of vital statistics every operation per- 
formed, setting forth the diagnosis, operative find- 
ings, consultants, and result. Such reports would 
make valuable our statistics, which now mean very 
little. They would show the value of certain opera- 
tions; they would enable us to know of the many 
unusual cases, and what is of far greater importance 
to the public, they would prevent many unnecessary 
operations and illegal abortions. —The method of in- 
ducing labor and indication for such, as well as all 
surgical operations for the delivery of the child, 
should be included in compulsory reports—all these 
reports to be signed by the operator or obstetrician. 

In questionable operations, probably the most im- 
portant factor to be considered is whether the pa- 
tient is in a physical condition to undergo the opera- 
tion indicated. The operation is questionable be- 
cause the outcome is in doubt. The occasional death 
from post-operative pneumonia is due to the pa- 
tient’s respiratory tract being filled with pathogenic 
bacteria. The operation upon the anemic patient 
with ether must be postponed unless urgent. It re- 
quires a fairly good constitution to withstand the 
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shock, due to the anesthetic and manipulations of a 
surgical operation. 

I have found it very satisfactory to perform many 
major operations under local anesthesia with or 
without morphine and hyoscin. By this method we 
can do radical operations for the removal of the 
breast, operations on the gall-bladder, pelvic organs, 
appendectomies, prostatectomies, relief of intestinal 
obstruction, without the danger of pneumonia or 
shock, and recovery is more rapid than with ether 
or gas. 

It is questionable whether it is wise for a surgeon 
to permit a patient to be transported a long distance 
for an operation, if the patient would be the worse 
for the travel, provided the operation could be done 
as well with less danger at a nearby hospital. The 
mortality rate of many a small town physician or 
surgeon who has not been advertised is not much 
greater than that of some of the larger clinics. 


TECHNIQUE 


Every operator has his own peculiar tricks and 
ways of doing things, and it would be absurd to ask 
a surgeon who has good results to change his proce- 
dure to conform to that of some well-known sur- 
geon who may be a little more polished, but whose 
results are no better. I will mention but a few of 
the important points for consideration. 


Delay—Much harm can result to the patient if 
the operator wastes valuable time in talking to visit- 
ing students and physicians when he should be doing 
his work and getting the patient off the table as soon 
as is consistent with good work. 

Too Many Assistants, with unnecessary hands to 
be kept sterile, like too many instruments and dress- 
ings, are to be avoided, as such add to the responsi- 
bility of the surgeon by increasing the possibility of 
infection. 

Careless Handling of the Intestine and Other 
Viscera is very bad for the patient. Many a patient 
has gotten along fairly well until a first operation 
has been the cause of adhesions that demanded one 
or more subsequent operations to relieve. The opera- 
tor should know what to do and not allow his 
manipulations to be guesswork. Until he is able 
to do so, he should assist someone who does know. 

Drainage—In all acute conditions of an inflam- 
matory nature, due to pathogenic bacteria, use drain- 
age if in doubt. If the appendix is inflamed, but 
no rupture or effusion, the incision can be closed 
without a drain, but there is no harm in allowing 
a small split rubber drain to remain for a couple 
of days, and you have a feeling of safety. In old 
abscesses, such as a pus tube, in which there has 
not been recent elevation of temperature, even if the 
tube ruptures during the operation, it is not neces- 
sary to use drainage. The same holds true for rup- 
tured tubal pregnancies and other extravasations of 
blood where there is no possibility of infection hav- 
ing taken place, and when there is no reason to sus- 
pect leakage. It is not even necessary to exert one’s 
self to remove the blood in these cases. We should 
not try to wipe the abdominal cavity dry, for by so 
doing the peritoneum is injured and there are more 
adhesions than otherwise would result. 


If there has been a rupture of the intestine, some- 
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times it is best to make a low counter-opening and 
flush out the abdomen with normal saline solution 
rather than try to do the impossible thing—that of 
removing all’the debris with sponges. The location 
of the rupture will determine the wisdom of this 
procedure. Nature absorbs large accumulations of 
blood and pus in a short time if given opportunity. 

Anastomosis of the Intestine — Many good sur- 
geons get excellent results by using end-to-side and 
side-to-side anastomosis in repair of the colon, but 
for years I have used the end-to-end method only 
with very satisfactory results; it seems to be the 
natural method for physiologic peristalsis. Nature 
allows many persons to live fairly comfortable, in 
spite of the many contortions in the abdominal 
cavity. 

I am convinced that a large number of pelvic ab- 
scesses and hemorrhages following operations are 
due to the use of catgut of too large size. It is im- 
possible to make a good knot that will not slip or 
permit leakage with large size catgut. In abdominal 
work, the surgeon should not use larger than No. 1, 
and in most instances still smaller will do. A double 
ligature of “0” is stronger than single No. 1, and 
will absorb better. We are gradually getting away 
from the use of non-absorbable ligatures in the ab- 
dominal cavity. It is quite possible that many a 
gastro-jejunal ulcer has been due to the use of silk 
suture at that site when the anastomosis was made. 

It is a questionable form of technique to use too 
tight clamps in making an anastomosis, and the fail- 
ure to loosen the clamps or remove them entirely, 
before placing the last row of sutures, often per- 
mits a serious hemorrhage. 

Strychnine is useless in the treatment of shock 
during operation. 

It is positively dangerous to remove a section 
from a lip, breast, or cervix, and expect to do a radi- 
cal operation the next day if the section proves to 
be malignant. If a section must be removed for 
diagnosis it should be examined as a frozen section 
with the operation carried on, if necessary, within 
a few minutes. When possible, remove such sections 
with a cautery knife, which destroys bacteria, seals 
up the lymphatic vessels, and destroys cancer cells 
for a little distance from the line of incision. In 
carcinoma of the lip, high amputation of the cervix, 
removal of the breast, superior maxillary bone, vagi- 
nal hysterectomy, section of the cheek, ulcer of the 
stomach, carcinoma of the stomach and intestine, 
it is the instrument that should be used. It is a 
most valuable method of removing the suppurating 
appendix. 

In carcinoma of the colon, stomach and removal 
of the prostate, it appears to me more convincing 
each year that when a radical operation can be done 
in one stage with safety it is to be preferred to the 
two-stage operations. Generally speaking, an opera- 
tion of one and one-half hours is not so harmful 
to the patient as two of one hour each, from two 
to four weeks apart. 

The attending physician very frequently causes 
the surgeon much worry as to the exact situation 
before them, because he has given the patient mor- 
phine, and the true symptoms or exact pathology is 
masked until too late for a satisfactory operation; 
many a life has been lost this way. Pain-killers in 
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abdominal conditions should never be given until a 
diagnosis has been made, and we should broadcast 
over every radio in this land that a purge should 
never be given for abdominal pain until the cause 
is known or it is certain that it is not intestinal 
trouble of some kind, which would be made worse 
by such medicine. Many a patient has been so com- 
fortable after the appendix has ruptured or gan- 
grene has occurred that he refuses operation until 
it is too late to save the life. 

Many incomplete operations are questionable be- 
cause they only relieve the patient for a short time 
and do not allow the patient to know that a radi- 
cal operation is necessary to get a complete cure. 
Such are: The opening of an abscess connected with 
a fistula-in-ano, an incision into a carbuncle, a tuber- 
cular joint, or an arm with osteomyelitis. 

An inexcusable, incomplete operation is where a 
gynecologist allows his specialty to be so fixed that 
he cannot operate upon anything outside of the pel- 
vic organs of women. Such a surgeon will close 
up an abdomen without having finished the work 
when he should have been able and willing to re- 
move all pathologic conditions as far as possible, 
whether a diseased gall-bladder, duodenal ulcer, or 
what not. 

YES AND NO 

In the last few years we have learned that the 
endocrine glands exert a powerful influence upon 
the body-at-large. We know that accidental cures 
in the unscientific use of these products is now caus- 
ing a flood of literature from both reputable and 
disreputable manufacturers. Much of this litera- 
ture is read by both physicians and laymen. 

In former years we operated upon many patients 
for sterility, amenorrhea, dysmenorrhea, uterine 
hemorrhage and ovarian pain, many of whom we 
are now able to relieve by the administration of 
ovarian, thyroid and pituitary products. On the 
other hand, it is for the surgeon to determine when 
such patients do need operation. Mechanical condi- 
tions are never relieved by ovarian substance, nor 
are dense adhesions broken up by pituitary extract. 

There are certain conditions, often grave and, at 
times, apparently innocent, as in affections of the 
gall-bladder, mastoid, tonsils, nose, stomach, which 
may or may not need surgery. Charles K. Mills 
said: “Due to the report that the death of Colonel 
Roosevelt was caused by diseased teeth, bushels of 
excellent teeth have been extracted. An abscess can- 
not be diagnosed by a roentgenogram of the teeth. 
If the violent craze for the removal of teeth goes 
on, it will come to pass that we shall have a gutless, 
glandless, toothless, and perhaps, to psychology and 
surgery, a witless race.” 

I am a firm believer in the removal of diseased 
organs when advisable. I am sure that in many in- 
stances arthritis, endocarditis, and duodenal ulcer 
are due to infection of the teeth or tonsils, but we 
must not think that all diseased conditions of the 
body are due to focal infection from these two 
sources. 

It does appear as if physicians have been too apa- 
thetic in the matter of the education of the public, 
and in consequence some dentists have exaggerated 
the amount of dental disease, causing public alarm. 

It is possible that a large percentage of tonsillec- 
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tomies, sub-mucous resections, mastoid operations, 
gastro-enterostomies, especially for gastric ulcer and 
pyloric stenosis in infants, are unnecessary. Many 
good medical men now claim that frequently this 
latter condition will correct itself if given time. 

One operation of great value when indicated, 
but probably more frequently unnecessary than any 
other, is Cesarean section. The trouble is that some 
operators are not obstetricians and cannot wisely de- 
cide just when a woman has had a real test of labor. 

In my maternity service at the University of 
Pittsburgh Maternity Hospital for five years, all 
the babies were delivered by the natural route. 
When I look back over the records, I can see where 
I might have saved a baby if I had performed a 
Cesarean section; but when I look further I con- 
sole myself with the thought that one of these 
women might have died, whereas in the five years 
there were no maternal deaths. I still believe that 
the life of the mother is to be considered before that 
of the child, if a choice has to be made. 

At times uterine curettage for the removal of 
placental tissue in incomplete abortion is necessary, 
but in the majority of cases the curette is question- 
able, except when lacerations of the cervix have, 
when healed, produced a hard cervix with small 
canal; it is seldom that a uterine dilator is neces- 
sary when curettage is indicated in endocervicitis. 
The disease will produce sufficient softening of the 
cervix to permit the use of a small curette without 
the use of a dilator. A good rule is, if a small 
curette will not enter into the body of the uterus 
without dilatation, the cervix should be amputated 
instead of the usual repair. 

Blood transfusion is often valuable and necessary 
before urgent operations and will prolong the life 
of patients with pernicious anemia, but it is often 
used when not necessary. 

Artificial respiration saves thousands of lives 
every year, but I have yet to see the value of the 
pulmotor. 

It has been advocated that practically all women 
who do not insist upon delivering themselves should 
be delivered by version. Can any of us imagine the 
great mortality to both mothers and children if such 
a procedure were adopted by all physicians? This is 
a wonderful age in which we are living. Some ob- 
stetricians, physicians and surgeons are apparently 
trying to keep pace with the radio and the crime 
wave. 

Is it possible that social demands may become so 
great upon the obstetricians who attend the rich 
that ere long they will have a clientele who will 
demand that the day and hour be set for the de- 
livery of the expected child. Many now ask for 
anesthesia and abdominal section, in preference to 
enduring labor pains. There are some obstetricians 
today who send their patients to the hospital, give 
them the required amount of quinine and castor oil, 
put on the forceps, and continue on their week-end 
as per schedule. 

At times it is advisable to do an immediate repair 
of the cervix, but in most cases it should be deferred 
until the child has been weaned or until the uterus 
has returned to normal size. The extent of the tear 
and danger of infection will be determining factors 
as to the advisability of an immediate repair. 
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Many heads have been bored into after an injury 
to hasten recovery. It is an excellent operation, but 
only in a small proportion of patients is decompres- 
sion indicated. 

There is no question but that many persons are 
relieved by the removal of bands, adhesions and 
kinks, and I am a firm believer in such operations, 
but I insist that there are many persons whose ab- 
domen is full of contortions and bands, this adher- 
ing to that, who are not suffering from these condi- 
tions. One small band producing a constriction of 
the intestine may do more damage than a whole 
abdomen full of adhesions where there is no ob- 
struction. Except in cases of acute obstruction, let 
us insist that the roentgenologist diagnose these con- 
ditions as fully as he is able to do. 

Operations for ileus and acute dilatation of the 
stomach are often questionable. Both of these con- 
ditions are frequently due to infection. Often an 
immediate operation is necessary, but when done 
the motto should be constantly before the surgeon: 
know what to expect; do your work; and stop in 
time. 

Cerebrospinal pressure measured by the manome- 
ter is of value, but we must remember that it does 
not always tell whether the pressure is the same in 
the spinal canal and ventricles of the brain. There 
is such a thing as internal hydrocephalus and there 
can be an obstruction to the flow of the fluid from 
the ventricles to the spinal canal. Aspiration of the 
ventricles is of great value at times. 

It is quite possible that a sufficient number of 
spleens have been removed for the cure of pernicious 
anemia to prove that the operation, while prolong- 
ing life, is not curative. 


OPERATIONS QUESTIONABLE 


Implantation of the Ureter, a difficult procedure 
for a successful result, is practically always followed 
by infection of the kidney. Other methods, while 
not so comfortable for the patient, will give a better 
expectation of life. 


Intra-uterine Insufflation to diagnose the patency 
of the tubes has given good results in the hands of 
some surgeons, but is a very dangerous procedure 
as general routine. If all would practice the method 
there would be a great epidemic of peritonitis. The 
same holds true for compression of the lung by air. 

Radium is of value in hemorrhage from the 
uterus. It will diminish the size of fibroid tumors, 
but for destroying malignant growths without other 
methods I have never seen a patient cured; and I 
have referred many patients with different stages 
of carcinoma of the cervix, tongue and pharynx, 
to qualified radium experts, both before and after 
operation. Too frequently the temporary relief 
gives the patient a sense of security and a radicai 
operation is deferred until too late, even if a cure 
was possible when first seen. I hope my opinion is 
wrong and much good can be done with radium. 

I have not yet been convinced of the value of 
the removal of the colon; to an anastomosis of the 
terminal end of the ileum to the sigmoid for intes- 
tinal toxemia; to operations for the reconstructions 
of the ileo-cecal valve, or attempts to shorten the 
sigmoid. 

An operation for anuria is questionable until it 
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has been shown only one urinary tract is involved, 
except where there is anuria from calculi in both 
ureters at the,same time. The causes of anuria are 
many; there may be a reflex condition, a local me- 
chanical, alterations in the blood pressure and tox- 
emias. 

The prolonged life given some women who have 
had a radical Wertheim operation, which aims to 
remove all the malignant glands from the pelvis 
when removing the malignant uterus, is not com- 
pensated for by the great primary mortality and 
more deaths later on, due to shock. Furthermore, 
the convalescence is very much longer. 

Before we knew so much about the physiology of 
the thyroid, experimenters placed transplants be- 
neath the skin in various parts of the body and 
obtained temporary benefit. The same has been 
found true for transplants of the ovary and testicle; 
yet aside from the large fee obtained when such 
operations are performed, why submit patients to 
the operation and give them a sense of false security 
and extract a large amount of money like the quack? 
A surer, less dangerous, more rational procedure is 
to administer the glandular products by mouth or 
hypodermically if they are indicated. Tell the pa- 
tients that if they receive benefit it will be only 
temporary. 

Many surgeons have relegated to the scrap-heap 
of hobbies and fads decapsulation of the kidney. I 
have never used bone plates, but many do, and fre- 
quently remove them. Many an interposed uterus 
has to be removed by operators who believe the 
operation is of great value. 

Some of the operations for shortening the round 
ligaments are very irrational and harmful, but a few 
are of great value for conditions indicated. 


GOOD OPERATIONS DENIED BY MANY 


A very valuable operation for intestinal intoxi- 
cation and colitis, is appendicostomy or cecostomy, 
as may be preferred. This, followed by irrigation 
with mercurochrome or other intestinal germicide, 
very frequently gives excellent results. 

There is no operation which has given me so 
much delight from the good results obtained as that 
of simply opening the abdomen and allowing the at- 
mospheric pressure, or whatever it is, in tuberculous 
peritonitis to work. The cause of the cure we do 
not know, but many cures have been marvelous. It 
does not seem to make any difference whether we 
use a saline solution, force in oxygen to be absorbed, 
or simply allow the air to play some minutes within 
the cavity, the results are the same. But we must 
not use a drain, even when there is much fluid. 

There are many operations which I may do that 
others think foolish, and I do not see any reason for 
some of the procedures that others follow. Let us 
study man, his anatomy, the physiology of the entire 
body, both in health and in disease, and endeavor 
to discover, if it is possible, how best to remove dis- 
eased conditions to re-establish some of the lost 
function, if not all. Before deciding upon any pro- 
cedure, let us be certain that we have used every 
means at our disposal to know what we are dealing 
with and the best treatment for the good of the 
patient. 


420 Wright & Callender Building. 
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NASAL (SPHENO-PALATINE—MECKELS) 
GANGLION NEUROSES 
By Lawrence K. GunpkumM,* M.D., Los Angeles 


Discussion by Philip C. Means, Santa Barbara; J. A. 
Bacher, San Francisco; George H. Kress, Los Angeles. 


HE spheno-palatine, Meckel’s or nasal ganglion, 

is deeply placed in the spheno-maxillary fossa, 
close to the spheno-palatine foramen. It receives the 
two spheno-palatine branches, which descend to- 
gether from the superior maxillary nerve as it 
crosses the top of the fossa. It is of a reddish-gray 
color, triangular in form, and convex on the outer 
surface, and measures from before backward about 
5 mm. 

Branches proceed from the ganglion upward to 
the orbit, downward to the palate, inward to the 
nose, and backward through the Vidian and pterygo- 
palatine canals. 

Ascending Branches — These are two or three 
very small twigs, which reach the orbit by the 
spheno-maxillary fissure, and are distributed to the 
periosteum and to the mucous membrane of the pos- 
terior ethmoidal and sphenoidal sinuses. 

Descending Branches—These are three in num- 
ber—the large, the small, and the external palatine 
nerves, and are in great part continued directly 
from the spheno-palatine branches of the superior 
maxillary. 

(a) The large or anterior palatine nerve de- 
scends in the palato-maxillary canal, and divides in 
the roof of the mouth into branches which are re- 
ceived into grooves in the hard palate, and extends 
forward nearly to the incisor teeth. In the mouth 
it supplies the inner side of the gum, the glands, and 
the mucous membrane of the hard palate, and joins 
in front with the naso-palatine nerve. While in its 
canal the large palatine nerve gives off one or two 
inferior nasal branches, which supply the mucous 
membrane over the greater part of the inferior 
turbinate bone, together with the adjoining middle 
and inferior meatuses of the nose. 

(b) The small or posterior palatine nerve enters 
the lesser palatine canal, and is conducted to the 
soft palate, the tonsil, and uvula. It has been 
thought to convey motor fibers from the facial nerve 
to the levator palati and azygos uvulae muscles. 

(c) The external palatine nerve, the smallest of 
the series, courses through the external palatine 
canal between the maxilla and the tuberosity of the 
palate bone, to be distributed to the tonsil and the 
outer part of the soft palate. 

Internal Branches — These consist of the naso- 
palatine, and the upper nasal branches which ramify 
in the lining membrane of the nasal fossa and ad- 
joining sinuses. 

The upper nasal are very small branches, and 
enter the back part of the nasal fossa by the spheno- 
palatine foramen. Some are prolonged to the upper 
and posterior part of the septum, and the remainder 
ramify in the membrane covering the upper two 
spongy bones, and in that lining the posterior eth- 
moidal cells. 

The naso-palatine nerve, long and slender, leaves 
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the inner side of the ganglion with the preceding 
branches, and after crossing the roof of the nasal 
fossa is directed downward and forward, in a slight 
groove on the vomer, toward the anterior palatine 
canal. The nerves of opposite sides descend to the 
palate through the median subdivisions of the canal, 
called the foramina of Scarpa, the nerve of the right 
side, usually behind that of the left. In the lower 
common foramen the two naso-palatine nerves are 
connected with each other in a fine plexus; and they 
end in several filaments, which are distributed to 
the mucous membrane behind the incisor teeth, and 
communicate with the great palatine nerve. In its 
course along the septum, small filaments are fur- 


nished from the naso-palatine nerve to the pituitary 
membrane. 


Posterior Branches—The branches directed back- 


ward from the ganglion are the Vidian and pharyn- 
geal nerves. 


The Vidian nerve, arising from the back part of 
the ganglion, which seems to be prolonged into it, 
passes backward through the Vidian canal to the 
foramen lacerum, where it divides into the great 
superficial and the great deep petrosal nerves. While 
in its canal, the Vidian nerve gives some small nasal 
branches, which supply the membrane of the back 
part of the roof of the nose and septum, as well as 
the membrane covering the end of the Eustachian 
tube; and it is joined by the sphenoidal filament 
from the otic ganglion. 


The large superficial petrosal nerve, entering the 
cranium on the outer side of the cartoid artery and 
beneath the Gasserian ganglion, is directed back- 
ward in a groove on the petrous portion of the 
temporal bone to the hiatus Fallopii, and is thus 
conducted to the aqueductus Fallopii, where it joins 
the geniculate ganglion of the facial nerve. 

In 1908, Sluder published his first report of cer- 
tain neuralgic pains which he attributed to a dis- 
eased nasal ganglion. For several years he experi- 
mented with various local applications, applied to 
the mucous membrane over the ganglion. Among 
the drugs used were cocain, silver nitrate, menthol, 
formaldehyde, and phenol. He was successful only 
to a limited extent. He then tried injections of alco- 
hol into the spheno-maxillary fossa. This, although 
successful in alleviating the symptoms to a large 
extent, was so painful, and was followed by so 
severe reaction, that it was abandoned. He now uses 
5 per cent solution of phenol in 95 per cent alcohol, 
with a maximum of efficiency and a minimum of 
pain. Since that time Pollock, Dean, Sauer, Bryan, 
Stein, and many others have corroborated his find- 
ings and have added to the list of symptoms due 
to the disease of this ganglion. Holmes uses his 
nasopharnoscope for guiding a specially constructed 
needle in making the injection. 

Due to the close association of the spheno-maxil- 
lary fossa to the nasal sinuses, and to the extreme 
thinness of their walls, in many instances, the gan- 
glion is very prone to be affected in severe sinusitis, 
and especially in long-standing post-ethmoidal and 
sphenoidal inflammations. 

The symptoms of this affection may be divided 
into two types: (1) Those cases in which the symp- 
toms are of short duration, with remissions during 
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which the patient is entirely comfortable, and (2) 
those where the symptoms are always present to 
some extent, but vary greatly in intensity. Each of 
these may be divided into two types: (1) Those 
cases where pain is the chief symptom and (2) 
those where the vasomotor secretory phenomena pre- 
dominate. Many cases are a combination of these 
two types. 

The chronic type often follows a severe rhinitis, 
which has lasted longer than the ordinary coryza 
and in which, I believe, either the sphenoid or pos- 
terior ethmoid has been involved. This sinusitis may 
or may not have cleared up before the pain sets in. 
Often, however, there has been considerable head- 
ache associated with the cold. The symptoms may 
come on suddenly or, as is more often the case, begin 
with a slight headache and gradually increase, often 
with remissions, increased with subsequent coryza. 
The neuralgic syndrome, when complete, consists 
of pain at the root of the nose, about the eye, upper 
jaw, teeth, extending to the zygoma and temple, 
with earache, pain in the mastoid, occiput, neck 
and shoulder, even many times extending to the 
arm, forearm, and finger. The secretory syndrome 
may or may not be co-existent. This consists of 
sneezing, rhinorrhea, lacramation, and photophobia. 
The sense of taste may be diminished on the anterior 
half of the tongue. Vertigo may be present. Rarely, 
however, are all of the above symptoms present. 


Sluder has reported a number of isolated symp- 
toms which have been relieved by the treatment of 
this ganglion. Among these are pain, accompanied 
by nodule formation in the scalp and the nape of 
the neck. These nodules sometimes disappear imme- 
diately after the attack, but are often present for 
a week or more after the pain ceases. Nausea, para- 
guesia, otalgia, scotoma, photophobia, rhinorrhea, 
glossodynia, and crycodynia, are also isolated symp- 
toms. Typical attacks of hay-fever are usually re- 
lieved by treatment of the nasal ganglion. Some 
ganglia and vidian trunks are sensitive to substances 
which do not affect others. Sluder cited two cases 
where one was sensitive to menthol and the other 
to silver nitrate. These drugs, when applied locally, 
produced typical attacks of asthma. It must be as- 
sumed from clinical findings that the sympathetic 
nervous system under pathologic conditions is capa- 
ble of transmitting pain impulses from the nasal 
ganglion to the neck shoulder, etc. This argument 
is contrary to most anatomists. Herrick, however, 
speaks of sensory fibers in the sympathetic nervous 
system to be dendrites of neurons that have their 
cell bodies in the posterior root ganglia. Buch be- 
lieves that he has definitely proved that the sympa- 
thetic does transmit pain impulses under these condi- 
tions. That being as it may, the clinical evidence 
overwhelmingly proves that the nasal ganglion is 
responsible for the above-named symptoms. 

When a typical picture presents itself, diagnosis 
is an easy matter. Post-nasal examination shows 
some hyperplasia of the mucous membrane near the 
ganglion. Often a hyperplastic condition of the 
sphenoid and posterior ethmoid is also present. I 
have seen several cases where the anterior and pos- 
terior rhinoscopic examination showed a perfectly 
normal nose, except that there was a small area of 
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intense redness on the mucous membrane over the 
spheno-palatine foramen. Two of these cases were 
of the neuralgic type and one was a typical sea- 
sonal hay-fever. Treatment affected a cure in each 
case. Many times; in severe cases, the soft palate is 
drawn to the well side upon gagging. 

The differential diagnosis is based upon the fol- 
lowing points: 

1. Where this ganglion is involved, cocainization 
stops the symptoms at least temporarily. 


2. Cocainization of the ganglion does not stop 
the pain due to a more central lesion. 


3. Intra-sphenoidal application of cocain will 
often stop the symptoms when due to a lesion cen- 


tral to the ganglion, that is, a lesion in the sphe- 
noidal cell. 


It is needless to mention that a very careful ex- 
amination should be made of all the sinuses and, of 
course, in a case of purulent sinusitis this should be 
treated first. However, in the hyperplastic variety, 
where no pus is seen, and the case is a definite nasal 
ganglion involvement, treatment of the ganglion 
will usually suffice. 


Treatment—lIn a limited number of cases, paint- 
ing the ganglion area with a silver nitrate solution 
will be sufficient. Occasionally, the placing of a 
drop of saturated solution of cocain just above the 
posterior tip of the middle turbinate will stop all 
symptoms permanently. In most cases one injection 
is sufficient. Sometimes, however, it is necessary to 


repeat it several times. Rarely over three injections 
are required. 


I follow the technique as taught by Sluder, using 
the straight needle devised by him for the purpose, 
using one-half of the cubic centimeter of a 5 per 
cent solution of phenol in a 95 per cent alcohol. 
The needle is placed at the junction of the posterior 
fourth with the anterior three-fourths of the middle 
turbinate and pushed backward and upward until 
the fossa is entered. 

When the ganglion is entered that patient will 
immediately have considerable pain along its dis- 
tribution. This may last from a few hours to a 
few days, or a week or more. The symptoms may 
disappear immediately or gradually subside. They 
occasionally return with a coryza, but are usually 
not so severe and often disappear with the coryza. 
If they do not, another injection is indicated. 

The results have, on the whole, been quite satis- 
factory. I believe failure is due to two principal 
causes. First, failure to penetrate the substance of 
the ganglion, and second, the co-existence of a post- 
ethmoidal or sphenoidal sinusitis, whose discharge 
serves aS a constant source of irritation to the 
ganglion. Beck reports one hundred. cases of hay- 
fever, with eighty favorable results. Sluder has 
almost uniform success- 

As to permanent bad results, Sluder states that, in 
over 1500 injections, he has had no permanent bad 
results. He reports severe hemorrhage in four cases, 
which he had no difficulty in controlling. Holmes 
reports one very alarming hemorrhage. I have had 
two patients who have had dilatation of one pupil 
with blurred vision immediately after injection, but 
which cleared up in three weeks. In one patient 
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there was considerable swelling of the soft tissue 
about the orbit which disappeared in five days. 


A few case reports will illustrate some of the 


various forms of this disease. 


Case 1—Mrs. S. C., age 31, consulted me on May 31, 
1923. She complained of frontal headache, burning, itch- 
ing of eyes, and spells of sneezing. These symptoms had 
been going on for several years. They were present all 
of the year, but were worse in late summer and during 
the fall hay-fever season. Examination of the nose and 
throat were negative, except for a slight hyperplasia of 
the plica septa and sphenoid region. Both nasal ganglia 
were cocainized. The patient immediately developed a 
typical attack of cocain poisoning. June 7 she returned, 
saying that the symptoms had disappeared for three days 
after the last visit. Both nasal ganglia were wiped 
quickly with a saturated solution of cocain, with the hope 
that this would alleviate the symptoms with a small 
amount of absorption, but another attack of cocain poison- 
ing followed. July 16 both nasal ganglia were injected 
under nitrous oxide anesthesia. Immediately after re- 
gaining consciousness the patient had severe pain in her 
right eye and the entire right side of the face. The pain 
was present in the left side of the face, but not so severe. 
After fifteen minutes this wore off and was replaced with 
severe pain in all of the upper teeth. The patient re- 
turned July 18, reporting that symptoms were practically 
gone. On September 1 the patient stated that she had 
been free from symptoms since the last visit. 


Case 2—Mr. L. M., minister, age 40, consulted me De- 
cember 10, 1922, complaining that he had had severe 
frontal headaches for the past two years. For the last 
twelve years he had had hay-fever each spring. Exami- 
nation showed deflection of nasal septum, simple chronic 
laryngitis, low-grade bilateral post-ethmoiditis and sphe- 
noiditis. Local treatment was given for these conditions, 
December 21, 1922, the right nasal ganglion was cocain- 
ized, with very little relief. The patient was advised to 
have right posterior ethmoid and sphenoid opened. Pa- 
tient refused. He was next seen May 12, 1923. He re- 
ported very little improvement in his headaches and was 
beginning to have a few mild attacks of hay-fever. Both 
nasal ganglia were injected. There was considerable re- 
action, with pain over the right eye which lasted two 
weeks. September 11 patient reported he had been en- 
tirely relieved from headache since injection, and also 
that he had had no hay-fever that season. 


Case 3—Mrs. M. M., housewife, age 32, consulted me 
December 4, 1922, complaining that for the last twenty 
years she had had almost constant discharge from her 
nose which was worse in bad weather, but was present 
in all seasons. It had been much worse for the past three 
years. The discharge was so profuse that the patient 
used eighteen handkerchiefs the day before. Her eyes 
were red and swollen, appetite poor. She was unable to 
do her housework and felt weak and tired all the time. 
I was unable to make a satisfactory examination, due to 
the irritability of the patient. Both nasal ganglia were 
cocainized December 1. The patient reported consider- 
able improvement, but still had some sneezing. The dis- 
charge had become tenacious and her appetite had im- 
proved. Cocainization was repeated December 9. Pa- 
tient reported as much better, had very little pain over 
right eye, had sneezed once since last visit and had been 
able to do her housework, the first time in twenty years. 
January 16, 1923, at 2 p. m., both nasal ganglia were 
injected under local anesthesia. There was considerable 
reaction at time of injection which remained until 8 
o’clock that evening. September 14 patient reported that 
she had had no pain and only a few slight attacks of 
sneezing since injection, and was doing all her housework 
without difficulty. 

Case 4—Sister S., age 40, consulted Dr. H. March 11, 
1922, complaining of severe right-sided headache, which 
had been present for the past twelve years. Pain radi- 
ated from the right mastoid to right side of neck. This 
pain was present most of the time, but at times became 
so severe that she was forced to go to bed, and opiates 
failed to relieve. She would be nauseated at this time. 
She always had a sense of stiffness in the right side of 
her neck and in right shoulder. His examination at that 
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time showed anterior ethmoiditis and hypertrophy of the 
right middle turbinate. She was treated on the average 
of twice a week for over a year. I saw her first April 28, 
1923. Examination, both anterior and posterior, at this 
time showed absence of any inflammation in the nose, but 
as the inflammation had subsided, the pain seemed to 
increase. April 30 the right nasal ganglion was injected. 
There was very little reaction, and I considered it doubt- 
ful if I had entered the ganglion. However, she was 
entirely free from pain until August 8, when she had a 
mild return of some of the pain. August 20 the injection 
was repeated. This time the patient had a marked re- 
action with blurred vision, swelling of the right side of 
face, severe pain over mastoid and in right ear. These 
symptoms gradually subsided. August 30 she reported 
that she was free from pain. I last heard from her Sep- 


tember 15, when she stated that she had not had a return 
of pain. 


Case 5—Miss R. M., age 25, consulted me, stating that 
three years previous to this time she had had typical 
attacks of hay-fever through the fall season. The next 
summer she had spent in the mountains and had been 
practically free from attacks. She stated that she had had 
it almost constantly for two weeks previous to her com- 
ing to me. Examination showed sphenoid areas unusually 
moist, with very little hyperplasia. There was a very 
definte area of redness posterior to and above the pos- 
terior tip of the middle turbinate that is over the spheno- 
palatine foramen, more marked on the left side. Both 
nasal ganglia were cocainized with complete relief, which 
lasted two days. August 20 both nasal ganglia were in- 
jected. The patient had considerable pain in her head 
and face for twenty-four hours after injection. Septem- 


ber 15 she reported that she had had no return of hay- 
fever. 


Case I shows the typical secretory type, the symp- 
toms, although present all of the year, were defi- 
nitely worse during the hay-fever season. It shows 


that this injection can be done under a general anes- 
thetic. 


Case 2 is a mixed neuralgic and secretory type. 
It is interesting to note that the injection was made 
at the beginning of the season, and the patient was 
entirely free from symptoms during the season. 


= ; s . 
Case 3 is a pure secretory type, with no relation 
to season. 


Case + is a rather typical case of the neuralgic 
type, without any of the secretory phenomena. 


™ . . 
Case 5 is a typical case of seasonal hay-fever. 


Pains from various other sources have been re- 
ported as having been controlled through the nasal 
ganglion. Among these are pain from corneal ulcer, 
glaucoma, carious teeth, wounds of the jaw, otitis 
externa, carcinoma of the larynx. 


I have recently seen four cases of extremely pain- 
ful tuberculous laryngitis, in each of which I was 
able to stop the pain by cocainization.of this gan- 
glion. One application relieved the pain for from 
one to two weeks. All of the patients were so ill 
with pulmonary tuberculosis that I thought injec- 
tion was inadvisable. However, they were all able 
to take nourishment after the treatment, which had 


been impossible before, due to the intense pain it 
occasioned. 


I realize that this small number of cases is not 
sufficient to draw any conclusions, but am mention- 
ing it with the hope that others will try it on this 
disease, and that it may be of benefit in controlling 
the pain in this condition. 
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DISCUSSION 


Puitie C. Means, M.D. (San Marcos Building, Santa 
Barbara, California) —The seeming inconsistency that 
this small ganglion can be the seat of so much and such 
diverse disorders is a recurring source of amazement. . It 
is not strange that there was some incredulity when the 
results of Sluder’s extensive studies were published. And 
today it seems as if the simplicity of it was the cause of 
many of us overlooking cases of this type. Otherwise I 
believe we would find more suitable to this treatment, 
when Sluder reports hundreds, and more than 1500 in- 
jections. 

The variations in the nerve and fossa undoubtedly 
account for many failures. It is not an easy thing to 
place the injection where we know it should be. Smith 
in his “Block Anesthesia” advises injection by the oral 
route as being easier and more exact, but it would seem 
as if one would be more likely to put the alcohol about 
the nerve than into the ganglion. I notice in the litera- 
ture one man in Germany who has used this method in 
a case of glaucoma with satisfactory results. 

Dr. Gundrum’s paper covers the subject very thor- 
oughly and will no doubt bear fruit in a more careful 
watch for this interesting syndrome. 


J. A. Bacuer, M.D. (Lane Hospital, San Francisco) — 
Sluder follows Piersoll in anatomical details of the 
spheno-palatine ganglion, from which Gundrum diverges 
in several important details: (1) The ascending branches 
also pass to the “periosteum of the orbit.’ (2) a. The 
large posterior palatine is distributed to the mucous mem- 
brane of the hard palate, inner side of gum and “to 
mucous membrane of all but anterior portion of the in- 
ferior turbinate bone and to adjoining portions of middle 
and inferior meatuses.” b. The author has designated 
this branch external when he has meant to call it the 
small posterior palatine. c. Accessory posterior palatine 
is preferable to external. (3) Internal—a. The posterior 
superior nasal (upper nasal of author) does not supply 
posterior part of septum or lining of posterior ethmoid. 
b. The naso-palatine also to “roof and septum of nose.” 
(4) It is incorrect to class the Viadian as a branch of 
the ganglion; it is one of the two roots of the ganglion. 
This relationship to the ganglion is the basis for the point 
in differential diagnosis, mentioned later in the article. 

From Sluder’s point of view, Gray’s description of the 
spheno-maxillary fossa as detailed by Gundrum is not 
the most instructive as Sluder himself gives it, and then 
criticizes it as dwelling too much on osseous structures 
rather than on their contained sinuses. The fossa is never 
bounded anteriorly by the anterior ethmoidal cells, as 
Gundrum describes it. Sluder says: “Anteriorly, the fossa 
is formed by the posterior superior wall of the maxillary 
sinus; but the ganglion can never lie in close relation- 
ship to this wall because of the pad formed by the 
arteria palatina descendens, arteria and spheno-palatina 
and their accompanying veins and surrounding connective 
tissue. The sphenoidal sinus may in unusual cases extend 
anterior to the fossa, or the wall of the nose may curve 
so sharply outward as to form a part of the anterior 
boundary of the fossa.” Sluder does not describe the soft 
palate as “drawn to the affected side on gagging.” He 
says: “The arch of the soft palate is higher on the 
affected side; the uvula and dimple which forms above 
it on gagging are deflected to the well side.” The chorda 
tympani supplies the anterior two-thirds, not half, of the 
tongue. Sluder’s advice in the 1918 edition of his book 
is to enter the point of the needle 2 mm. anterior to the 
posterior tip of the middle turbinate. 

It seems to me to be an extremely difficult matter to 
see “a small area of intense redness on the mucous mem- 
brane over the spheno-palatine ganglion” in a naso- 
pharyngeal mirror. , 

The spheno-palatine ganglion is very important in the 
consideration of pain over the distribution of its sensory 
fibers. Cocaine applied locally over the mucosa cover- 
ing the ganglion helps greatly, and is advantageous also 
in anesthesia for certain intra-nasal operations. Injec- 
tions into the nerve or ganglion block pain impulses by 
nerve destruction. The nerves so destroyed should re- 
generate in twelve to eighteen months and pain return 
if cause has not been removed. I believe that Sluder has 
exaggerated the number of localities in which pain can be 
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controlled by injection of the ganglion. On. the sympa- 
thetic root side of the question, I believe that, in the 
treatment of vasomotor manifestations in the nose, atten- 
tion should be directed not to the secondary neuritis, but 
to its primary focal etiological factor, be it in tonsils, 
teeth, sinuses, prostate, or elsewhere. Or if neuritis be 
not due to focal infection, research should be stimulated 
to find its cause and not be deadened by a false sense 
of the problem’s being solved by treating a symptom. 


Georce H. Kress, M.D. (245 Bradbury Building, Los 
Angeles)—The spheno-palatine ganglion and nerves are 
intricate, not only in their anatomy and physiology, but 
likewise in their pathology. The large number of symp- 
toms enumerated by the essayist in conditions where 
Meckel’s ganglion is involved may be taken as a good 
indication of this. These symptoms, many of them, are so 
distressing that the patient is willing to try almost any- 
thing for relief, and there can be but little doubt, from 
the researches of Sluder and others, that very excellent 
results are not infrequently obtained through the injec- 
tion of the pheno-alcohol, after the Sluder method, and as 
advocated by the essayist. 

I am inclined to think, however, that the use of some 
of the milder procedures which Sluder and others have 
tried out, such as placing local applications to the mucous 
membrane over the ganglion are worth a preliminary try- 
out before resorting to the alcohol injection. 

At times the response to such local applications and 
packs, with say 10 per cent argyrol and other solutions, 
is very gratifying and seemingly quite as effective as 
the alcohol injections, without any of the danger or dis- 
tress that is sometimes incident to the use of an alcohol 
injection. 

Gundrum covers the whole subject matter in very ex- 
cellent form, and his presentation of the underlying ana- 
tomical and surgical principles and his case reports will 
no doubt lead us all to keep this type of procedure more 
in mind when nasal disturbances that are related or 
dependent upon derangement of Meckel’s ganglion come 
to our personal attention. 


Doctor GuNnpRuUM (closing)—The anatomical descrip- 
tion has been taken solely from Quains’ Anatomy, Vol. 
III, Part II, and is in no way original. 

It is not at all difficult to see a small area of intense 
redness on the mucous membrane over the spheno-pala- 
tine foramen if one is accustomed to making post-nasal 
examinations with a good light. I recently saw a patient 
that Sluder had injected ten years previous. Up to the 
present time her symptoms have not returned. 

Most of the patients that I have injected for “hay- 
fever,” asthma and vasomotor rhinitis have had sensitiza- 
tion tests. One woman had had four hundred tests. Many 
have had all of their sinuses opened, teeth extracted, ton- 
sils removed, and the symptoms still persisted. 

Before considering injection I examine carefully for a 
focus of infection. I have seen several patients with an 
infected sphenoid whose symptoms would disappear tem- 
porarily by cocainization of the nasal ganglion. In some 
cases the symptoms were relieved completely by opening 
the sphenoid. In one case the sphenoid drained freely, 
but the pain persisted. Injection of the nasal ganglion 
stopped all symptoms. 


“Medical people and hygienists must always have 
some curative or preventive which they laud without 
sense or reason,” says the Medical Journal and Record 
editorially. “Of late it was vitamines which were given 
undue recognizance, and at present light is in the lime- 
light. Always it is some condition the importance of 
which was known to our lower (?) animal friends for 
ages, and neglected by man only, which is now hailed as 
a lost and only factor fof health.” 


“Possibly one may be dogmatic about an abstract 
scientific conclusion, but human variability makes dog- 
matism with reference to human beings a difficult, unsafe, 
and unscientific procedure.”—(Ed. Am. Med.) 


About the only way for a king to get on the first 
page now is to be dead four thousand years.—Publish- 
ers Syndicate. 


CALIFORNIA AND WESTERN MEDICINE 





Vol. XXIV, No. 2 


THE ROLE OF CESAREAN SECTION IN THE 
TREATMENT OF ECLAMPSIA 


By Joun C. Irwin,* M.D., Los Angeles 


The literature on Cesarean section in eclampsia is volu- 
minous, but consists principally of reports on a few cases, 
generally less than five. Very few authorities have had 
a large series of personal cases. The British symposium 
of 1922 is the most comprehensive. 

Statistics on mortality following the operation vary 
from 9.5 to 60 per cent in series of ten or more cases. 

The mortality rate following Cesarean section is very 
unfavorable when compared to that of the so-called con- 
servative treatment. 

Cesarean section has a very limited field in the treat- 
ment of eclampsia. It is probably indicated only in the 
case of well advanced pregnancy, with the absence of 
cervical dilatation and previous attempts at delivery in 
which there has been no improvement after a few hours 
of sedation and elimination treatment. It is indicated, of 
course, in co-existing abnormalities, such as contracted 
pelvis. 

The operation probably has a larger field of usefulness 
in the case of pre-eclamptic toxemia, in whom toxic symp- 
toms increase in spite of elimination and other medical 
treatment. 

The abdominal hysterotomy should be used, when indi- 
cated, in cases at or very near term, and the vaginal 
hysterotomy in the cases before the seventh month of ges- 
tation. The low cervical operation is hardly indicated 
because it is not applicable in cases before labor is well 
advanced, and Cesarean section is not indicated in the 
eclamptic well advanced in labor, unless there is pelvic 
contraction, or other co-existing indication. 

In the series of 118 eclampsias reported here, the mor- 
tality rates correspond fairly well with the other larger 
series. Twenty-one Cesarean sections, with a mortality 
rate of 43 per cent, is unfavorable for the operation. 

Conservative methods of treatment, particularly the 
Dublin and Stroganoff methods, offer the best results so 
far reported. - 

The new treatment of eclampsia with magnesium sul- 
phate intravenously is very promising, and the staffs of 
the three hospitals, herein mentioned, are enthusiastic 
about the results obtained, both in eclampsia and toxemia 
of pregnancy. 

Discussion by E. M. Lazard, Los Angeles; John Vru- 
wink, Los Angeles. 


URING the past thirty years the idea has quite 

generally prevailed that since gestation is the 
cause of toxemia, immediate termination of preg- 
nancy is desirable if eclampsia cases are to be treated 
successfully. Halbertsma first suggested Cesarean 
section for certain cases of eclampsia in 1889, and 
Duhrssen in the early nineties proposed the vaginal 
hysterotomy for the same condition. This idea is 
still held by some obstetricians of large experience. 
Some, however, have always contended that only 
the more conservative methods of termination of 
pregnancy should be employed. I believe this con- 
tention is now supported by an increasing percentage 
of authorities as more experience is gained and more 
statistics are available. 


During the past twenty-five years Cesarean sec- 
tion has been used very extensively, both in this 
country and abroad. Its popularity has probably 
been due partly to the fact that this method is more 
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spectacular, and is easier and quicker than are the 
conservative methods. Its use is moré prevalent 
among general surgeons than among obstetricians 
both on account of their surgical training and their 
lack of appreciation of the danger of eclampsia; they 
are called upon rarely to deal with this most dan- 
gerous complication of pregnancy. The obstetrician, 
on the other hand, is coming in contact with eclamp- 
sia frequently, and realizes more fully that he has 
to deal with a condition that is as much medical as 
surgical, if not more so. 

Review of the literature reveals surprisingly few 
large series of cases operated upon by any one sur- 
geon. In at least 90 per cent of the cases the reports 
are of less than five cases, and generally of only one 
or two. Each individual has had all too few per- 
sonal cases to enable him to form an authoritative 
opinion on the merits of the procedure. This situa- 
tion is in direct contrast to that of the many sur- 
geons who can report one or two hundred gall- 
bladder or appendix operations, and are entitled to 
an opinion based on wide personal experience. Since 
collective medicine exceeds in value the ideas of the 
individual, one must add to a personal study of 
cases a review of the literature available, in order to 
draw any conclusions on the subject. This I have 
attempted in this paper. 

The first report of a large series of cases was 
made in 1914 by R. Peterson, who listed 500 Cesa- 
reans in eclampsia by 259 different operators. His 
cases are divided chronologically into 198 cases oper- 
ated before 1908, and 283 cases operated in the 
five- year period from 1908 to 1913, and show a 
mortality rate of 48 per cent and 26 per cent, re- 
spectively, and a total mortality rate of 35 per cent 
for the 500 cases. He selects certain groups of cases 
to prove his contention that there is a considerable 
field for the operation. In one group of ninety-one 
operations performed by thirteen men, having five 
or more cases to their credit, the mortality was only 
18.68 per cent. If we deduct 15 cases where the 
proportion of moribund and septic cases was very 
high, the remaining 76 cases gave a mortality of 
13.15 per cent. In another group of 60 cases where 
the operation was performed after one to five con- 
vulsions and after only one or two vaginal exami- 
nations had been made, and no attempt had been 
made to deliver from below, the mortality was 15 
per cent. In his series, 84 per cent were prima- 
gravida and 16 per cent multigravida; the prima- 
gravida probably presented undilated and rigid cer- 
vix and soft parts, which more often called for the 
abdominal section. Peterson argued that the opera- 
tion had not been given a fair trial, as it was per- 
formed soon after the first convulsion, and said that 
the method could no longer be disregarded by ob- 
stetricians, who had based their opposition to the 
procedure upon altogether too high mortality sta- 
tistics. 


A series of 14 cases with 14 per cent mortality 
reported by B. C. Hirst; another of 174 collected 
cases with 16.1 per cent mortality reported by Brod- 
head, and a third of 21 cases with 9.5 per cent mor- 
tality by Park, all sound complimentary to the pro- 
cedure. But when one reads a recent report by 
Ingraham of 19 collected cases from the hospitals of 


CALIFORNIA AND WESTERN MEDICINE 


209 


Denver with a mortality of 57.9 per cent, one has 
to consider very seriously the advisability of its use. 
The most comprehensive report with the largest 
series of cases published in recent years was the one 
made in a symposium before the British Congress 
of Obstetrics and Gynecology on June 29, 1922. 
This report details the investigation of 2005 cases 
of eclampsia occurring in the British Isles from 
1911 to 1921. The gross mortality of the series 
was 22.5 per cent. Eden, at this symposium, calcu- 
lated that about 600 women die of eclampsia an- 
nually in the British Isles. If this represents the 
gross mortality of the disease, then there are about 
2600 cases of eclampsia in the British Isles annually 
among a population of 47,157,749, with an inci- 
dence of one case of eclampsia in every 380 births. 
As the results of treatment depend upon the sever- 
ity of the case, the British were led to the conclu- 
sion that the following seven phenomena are signs 
of danger: coma, a pulse rate over 120, a tempera- 
ture above 103 degrees, a number of fits greater 
than ten, a urine which becomes solid on boiling, 
the absence of edema, and a blood pressure over 200. 
If a patient exhibited any two of the above phe- 
nomena, the case was listed as “severe”; if not, 
the case was listed as “mild.” Four hundred and 
twenty-five patients who had been delivered, with 
various percentages of mortality, were grouped 
under this classification, as indicated in the follow- 
ing table: , 
“Mild” 
Cases Mor- 
tality 
6.0% 39 
5.1% 24 


Total 
Cases Mor- 
tality 
12.3% 
9.6% 
14.5% 
23.8% 
50.0% 


Attention to these statistics shows that accouche- 
ment forcé is not to be considered in delivery, that 
in the mild cases Cesarean section doubles the mor- 
tality, and that in severe cases it increases the mor- 
tality by more than a third. This report shows that 
foetal mortality is considerably lower in Cesarean 
section than in all other methods of delivery except- 
ing normal delivery, with which it compares very 
favorably. 

A recent study by Wilson of the eclampsia cases 
treated at Johns Hopkins Hospital is very enlighten- 
ing. His series is divided chronologically into 110 
cases treated from 1894 to 1912, and 137 cases 
treated from 1912 to 1924. The first group was 
treated by immediate delivery by various methods, 
which included many major obstetrical operations, 
while the second group was treated conservatively. 
His report shows that the maternal mortality in 
mild cases has been reduced from 14.2 to 2.3 per 
cent, and that in severe cases from 38.8 to 19.4 
per cent by use of conservative methods. 

Solomon’s report of treatment by the Dublin 
method shows a mortality of 10.29 per cent in 204 
cases treated in Rotunda from 1903 to 1922. A 
compilation of 343 cases treated by a certain num- 
ber of obstetricians using the Stroganof and other 
expectant forms of treatment shows a mortality rate 
of 12 per cent, while another series of 2208 cases 
treated by the Stroganof methods gives 9.8 per cent. 
Stroganof in 230 personal cases had a mortality of 


“Severe” 
Cases Mor- 
tality 
20.5% 89 
20.8% $3 
33.3% 151 
43.2% 88 
60.0% 14 


Normal delivery 

Induction of labor. 59 
Assisted labor 5.0% 51 
Cesarean section 9.8% 37 
Accouchement forcé 4 25.0% 10 
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TABLE NO. 1 
ECLAMPSIAS 

‘ At L. A. Gen. Hospital At Private Hospitals Total of Series 

Ante-partum and Intra-partum Cases 

Cases Died Mort. % Cases Died Mort.% Cases Died Mort. % 
for Method 
Delivered by Cesarean section........................--------- 15 7 47 6 2 33 21 9 43 
Delivered by accouchement forcé................... sities 9 + 44 3 0 0 12 4 33 
Delivered spontaneously or by less radical means 41 12 29 9 2 20 50 «(14 15 
Not delivered (moribund) ........-......-- ae 6 75 1 1 100 9 7 77 
RN RING sso eee 18 4 22 8 0 0 26 + 15 
for P. P. cases 

NN ec Fe = — — _-_ — — —_ — a 
91 33 36 27 5 18 118 38 32 


1.7 per cent, but his series may have included also 
pre-eclamptic toxemias. 

These mortality rates, when compared with those 
reported from various forms of operations, discour- 


age one in the use of any of the major operative 
procedures. 


I have reviewed the records of the Los Angeles 
General Hospital and the Methodist Hospital of 
Southern California for a period covering the past 
five years, and those of the new Hollywood Hospi- 
tal covering a period of ten months. I have also 
included four personal cases treated in other private 
hospitals during the past five years. I am indebted 
to the obstetrical staffs of these institutions for 
allowing me to use their case records for this report. 


The series includes 118 eclampsias and 80 pre- 
eclamptic toxemias. At the Los Angeles General 
Hospital were 91 eclampsias and 34 toxemias, and 
in the private hospitals 27 eclampsias and 46 tox- 
emias. The eclampsias include only those patients 
who had convulsions. I believe that many of the 
toxemia cases might have been classified as eclamp- 
sias, but since there must be an arbitrary division, 
the presence or absence of convulsions should deter- 
mine the classification of a case. 


It is very evident, and I think significant, that 
the majority of private patients are brought to the 
hospital for treatment before reaching the eclamp- 
sia stage, or while still pre-eclamptic toxemias. On 
the other hand, the charity cases, having little or no 
medical supervision, are well advanced in their tox- 
emia or are eclampsias on admission. 


I have not classified these cases as “mild” or 
“severe” according to the English classification. As 
a member of the obstetrical staff at the Los Angeles 
General Hospital, I have observed a considerable 
number of the cases here reported, and I am sure 
that three-fourths of them exhibited two of the seven 
danger symptoms, and can be classed as “severe.” 
It will be seen that the mortality rate of 36 per 
cent for the General Hospital is quite high, com- 
pared with one of 18 per cent in the private hospi- 
tals. This obtains, I_am sure, because the charity 
cases come from all over Los Angeles County, and 
are “severe” as a result of gross neglect of the 
poorer classes in seeking prenatal care. A large per- 
centage of the General Hospital eclampsias have 
been under the care of midwives. Many of them 
are admitted after several hours of coma or convul- 
sions and, in many, attempts at delivery have been 
made at home before sending the patient to the hos- 


for series 


pital. The charity cases are much more severe than 
the cases from private hospitals. 

In this series of 118 eclampsias, Cesarean section 
has been performed in twenty-one cases, or in one 
out of every six cases treated. The ratio is about 
one in four and a half in private cases, and one in 
six in charity cases, showing that it has been used 
less frequently in the more severe group. 

Table No. 1 shows the number of cases treated 
by Cesarean section, accouchement forcé, spontane- 
ous and assisted delivery, including induction of © 
labor, forceps, breech and simple version. The mor- 
tality rate for each form of treatment is shown, and 
is the significant point of this table. 

While the series is small compared with Peter- 
son’s, Brodhead’s, and the British report, the mor- 
tality rate is quite constant. The rate for accouche- 
ment forcé is a bit low, but that is probably because 
of the small number of cases delivered by this 
method. 

Of the nine cases not delivered, two who were 
treated with magnesium sulphate were allowed to 
go home to await labor, but were kept under care- 
ful supervision. Of the seven who succumbed a few 
hours after admission, one in a private hospital re- 
fused Cesarean section at the eighth month, and 
the others at the General Hospital were considered 
in too serious a condition to be subjected to opera- 
tive delivery. Most of these were at the eighth 
month of pregnancy. 

The question naturally arises, “Were not the 
Cesarean cases more severe than those who were de- 
livered by other methods?” Table No. 2 will par- 
tially answer this question by giving the number of 
cases with percentages of total where such data was 
available in the records. The records of the Cesa- 
rean cases are more complete than those of the non- 
Cesarean ones, and this will account for some of 
the differences in percentages. In the moribund 
cases, who died soon after admission, most of the 
charts showed no record of urinalysis, blood pres- 
sure, and number of convulsions. About the same 
percentage were comatose or unconscious on admis- 
sion. In fact, only .9 per cent of the Cesarean sec- 
tion cases were in coma, whereas 16 per cent of the 
non-Cesareans were. After studying the charts of 
the cases and seeing a large number of the ones at 
the General Hospital, I believe they are of about 
equal severity. 

The Cesarean sections at the General Hospital 
were not done after delivery from below had been 
attempted, or on patients where infection was prob- 
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TABLE NO. 2 
ANTE-PARTUM AND INTRA-PARTUM CASES OF ECLAMPSIA 


Cesareans—21 
Cases Pet. 
No. who had 6 or more 
convulsions ...............-.- =, 20 47 10 14 
No. who had 10 or more 
convulsions 5 24 4 5 
No. who had BI. P. of 
170 or more. 47 21 29 
No. who had BI. P. of 
200 or more. 24 10 14 
No. unconscious or 
coma on admission. 33 22 31 
No. who had albumen in 


Non-Cesareans—71 
Cases Pct. 


85 42 59 
No. who had casts in 


57 28 39 


ably present. The same contra-indications were 
probably considered in the private cases. 


The mortality rate of 43 per cent in Cesarean 
section cases certainly does not compare very favor- 
ably with the rate of 28.8 per cent in cases treated 
by all other methods, including moribund cases. 
Four of the Cesareans in private hospitals with one 
death, and four of those at the General Hospital 
with one death, were operated by the writer—a 
mortality of 25 per cent in eight cases by one opera- 
tor. The other thirteen cases were operated by seven 
different surgeons, two doing three operations each; 


two performing two each, and the other three one 
each. 


In 80 cases of pre-eclamptic toxemia, 18 were de- 
livered by Cesarean section, with two deaths, a ma- 
ternal mortality of 11 per cent. The total number 
of deaths in the 80 cases was:5, or 6.2 per cent. Six 
of the 18 Cesarean sections in the toxemias were 
performed by the essayist with no mortality. These 
cases, and probably most of the others, were oper- 
ated after being on elimination treatment and seda- 
tion with increasing toxic symptoms, in spite of 
treatment. Some of the other cases I saw in con- 
sultation and advised Cesarean section because of 
their failure to respond to treatment. 


Much more data is available on this series of 
cases, but it has no direct bearing upon our subject. 


I do want to digress, however, to mention a form 
of treatment we have been using for the past year 
at the Los Angeles General Hospital on all eclamp- 
tic and pre-eclamptic toxemias. This treatment was 
outlined, and seventeen cases were reported in de- 
tail by E. M. Lazard in an article published in 
the February number of the American Journal of 
Obstetrics and Gynecology. The treatment was sug- 
gested by Emil Bogan (an intern) and consists of 
the use of magnesium sulphate intravenously. To 
date, 32 cases of eclampsia with 7 deaths have been 
so treated. This is a gross mortality of 22 per cent. 
Of the seven deaths, one patient died twenty-three 
days, after delivery, of sepsis and a pelvic abscess 
after entirely recovering from her eclampsia. A 
second was admitted nine days post-partum in coma, 
and died three hours after admission, probably of 
nephritis. Another died thirteen hours after admis- 
sion of acute cardiac dilatation immediately follow- 
ing a dose of veratrum viride, which caused a fall 
in blood pressure from 210/140 to 96/68; and a 
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fourth died twelve hours after admission, having 
been in coma fifteen hours before admission. 


Deducting the one case as a nephritis and not an 
eclampsia, and another death as due to sepsis, we 
have 16.1 per cent mortality in cases which were 
evenly divided as to “mild” and “severe” in type. 
If one deducts the other two cases who were hope- 
less, we have 29 cases with 3 deaths, or a mortality 
of 10.3 per cent in cases in which there was some 
chance for recovery. 

The technique in use now is to give 20 cc. of 10 
per cent magnesium sulphate intravenously about 
every four to six hours and a saline cathartic, or 
simple enema. The theory of this treatment is that 
the convulsions and restlessness of eclampsia are due 
to edema of the brain. The magnesium sulphate, act- 
ing as a diuretic, removes this edema; as a sedative, 
it quiets the restlessness. 

Five cases of severe toxemia have been treated, 
with resultant lowering of blood pressure, disappear- 
ance of edema, and general improvement. The di- 
uretic effect is very evident. A private toxemia case 
of mine with blood pressure of 164/100, edema, and 
severe headache in beginning labor was given six 
doses in all. She voided 1700 cc. of urine in the 
first twelve hours, and her edema and headache dis- 
appeared before she completed her first stage; the 
blood pressure was below 130 throughout her lying- 
in period. Another post-partum eclampsia with one 
fit voided 2000 cc. of urine in the first twelve hours 
after the fit, her edema and headache disappeared 
in twenty-four hours, and the blood pressure re- 
mained normal after forty-eight hours. None of 
these patients has been given any other kind of treat- 
ment, and they are left as quiet and undisturbed 
as possible. No Cesarean sections have been per- 
formed for eclampsia at the General Hospital since 
the use of this treatment has been adopted. 


1006 Union Bank Building. 


DISCUSSION 


E. M. Lazarp, M.D. (2007 Wilshire Boulevard, Los 
Angeles)—Doctor Irwin’s review of the reports from the 
various clinics, as well as from the Los Angeles General 
Hospital, shows conclusively, I believe, that Cesarean 
section as a treatment per se, of eclampsia, should be dis- 
carded. While some of the more prominent clinics report 
small series of cases with mortality rates varying from 
9.5 to 16.1 per cent, yet when collective reports from 
various hospitals present mortality rates as high as 57.9 
per cent, it would seem that the procedure in the hands 
of the average surgeon presents an almost prohibitive 
mortality. If, “in mild cases Cesarean section doubles the 
mortality, and in severe cases it increases the mortality 
more than a third,” one is led to speculate as to whether 
the cases which recovered would not have recovered 
under more conservative treatment, and there is little 
doubt that the mortality would have been greatly reduced. 

The results where the operation is performed for the 
pre-eclamptic toxemia are far better. 

Since the beginning of our work with the intravenous 
use of magnesium sulphate in eclampsia, there has been 
no section done for a toxemia in the Los Angeles General 
Hospital. Our experience has convinced me that section 
in the active eclamptic is absolutely contra-indicated; and 
in the pre-eclamptic, or the patient who has been carried 
past the eclamptic crisis by medical treatment, it is only 
indicated where the obstetrical conditions are such as to 
indicate its performance, irrespective of the toxemic con- 
dition. It is true that this does not take into considera- 
tion the interests of the baby, but as these babies are 
frequently premature and always more or less toxic, it 
is a question whether the ultimate results to the babies is 
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any worse in the medical treatment. In this connection I 
am reminded of Olshausen and Veit’s dictum in regard 
to the treatment of placenta previa. They say, “He who 
pays least attention to the welfare of the baby will have 
the happiest results in treatment of placenta previa; he 
will not lose an appreciably greater number of children, 
and will achieve results for the mother which otherwise 
would not be possible.’ This, I believe, applies with 
equal force to the eclamptic, so that in view of the sta- 
tistics available, I believe that section has no place as a 
treatment, per se, of toxemia, either pre-eclamptic or 
eclamptic. It has, however, I believe, a definite, though 
very limited, field in the pre-eclamptic where local ob- 
stetrical conditions are such as to indicate its perform- 
ance. 


JoHN Vruwink, M. D. (Pacific Mutual Building, Los 
Angeles)—The resumé presented by Doctor Irwin is both 
enlightening and disconcerting. It emphasizes the need 
of search for a more conservative procedure in the care 
of the eclamptic. It emphasizes the reason for the con- 
servative measures advocated by the writers of current 
literature. It emphasizes, too, the dangerous human char- 
acteristic of jumping at conclusions. Irwin states that 
most series are of but few cases, far too few, for any 
one individual to arrive at a logical conclusion. The 
study is most valuable, therefore, for it presents a phase 
of obstetrical surgery, prompted by a misconception of 
etiology, which upon investigation has given consistently 
poor results. 

The patient with convulsions is a poor surgical risk; 
that is proved. The patient still in the pre-eclamptic 
stage is a better risk. The obvious conclusion is that all 
patients should receive adequate care to prevent the onset 
of convulsions. 

There is no uniform standard treatment, but there is 
a persistent effort to find some conservative measure to 
better the discouraging results of surgery. Irwin shows 
with rather startling definiteness what may be expected 
from Cesarean section. 

Conservative measures give much promise and each 
has zealous advocates, but all are still viewed with more 
or less suspicion. This skepticism still obtains, regarding 
magnesium sulphate intravenously. The habit of care, 
for years, has been too much treatment. It is difficult to 
merely give intravenous injections of magnesium sulphate 
with only the mildest kind of elimination. We feel, how- 
ever, that it will usually prevent and stop convulsions 
and that the condition of the patient is fortified so that 
she is better prepared for interference when interference 
is necessary. 

It is not difficult to agree with Irwin that section has 
no place in the care of eclampsia. I still believe that sec- 
tion has a definite field of usefulness in the care of the 
pre-eclamptic, but only when preceded by intravenous 
magnesium sulphate, and in the eclamptic who has been 
carried over the period of convulsions, preferably by 
magnesium sulphate, when the patient again presents 
signs.of an approaching eclampsia. Conservative meas- 
ures will give better results, not only for mothers, but for 
the babies as well. 








The physician’s occupation has become probably the 
world’s greatest profession; great in the number of per- 
sons devoting their lives to it; great in their intellectual 
attainments, high character, and the respect and admira- 
tion in which the world holds them; great in the priceless 
knowledge, skill and services supplied by them to relieve 
the suffering and sorrow of men, women and children; 
great in their diligence and progress in acquiring new 
knowledge and more skill; great in the supremacy which 
they have attained, and are still extending over destruc- 
tive diseases; and great in their power to insure health 
and happiness to all mankind. 

The physician is the only agency actively devoted to 
studying, preventing and eradicating disease, and is the 
chief subject for consideration by the state in making 
provisions for protecting the public health.”—H. E. Kelly 
of the Chicago Bar.) 


There can’t be a revolution in America. Not enough 
people are mad about the same thing.—Birmingham 
News. 
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INDUSTRIAL HERNIA VERSUS SEMINAL 
VESICULITIS AND VASITIS 


By Miey B. Wesson,* M. D., San Francisco 


Hernia is practically always due to the presence of a 
preformed pouch of peritoneum which follows the testis 
in its descent into the scrotum and has failed to close in 
the normal way; it is never the result of a single strain, 
but is the cumulative effect of a number of strains spread 
over a considerable period of time. The onset is gradual 
and is practically never accompanied by pain. 

Careful surgeons may disagree as to the presence of a 
bubonocele, but never as to its etiology. 

Practically one-third of all men have preformed hernial 
sacs, and merely because of a pain in the groin these 
should not be subjected to surgery, particularly if the 
prostate and seminal vesicles are pathological. 


Hernia developing in the course of duty is a disease 
and not an injury. 


Pain in the groin subsequent to a strain, is generally due 
to vasitis. 


Epididymitis and vasitis follow a strain only when the 
seminal vesicles and prostate are infected. 

The repair of a relaxed inguinal ring will not relieve 
pain due to a tender, inflamed spermatic cord. 

A herniotomy in the presence of an acute vasitis is 
pregnant with dangers to the future virility of the testis. 


Blood-stained ejaculation is pathognomonic of seminal 
vesiculitis, and does not occur with trauma or rupture. 
Prostatitis and seminal vesiculitis are very common and 


occur secondarily to nonvenereal, as well as venereal in- 
fections. 


Pus, without organisms in the urine, commonly indi- 
cates either tuberculosis of the kidney or a prostatitis. 

Seminal vesiculitis, because of its symptoms, is com- 
monly confused with hernia, appendicitis, sacro-iliac dis- 
eases, spondylitis, and sciatica. 

The study is based on forty-seven cases of vasitis, most 
of which had been diagnosed as industrial hernia and 
operations advised. Twelve cases, representing the various 
types, are reported in brief. 


Discussion by Emmet Rixford, San Francisco, Robert 
V. Day, Los Angeles; F. S. Dillingham, Los Angeles; 
H. A. Rosenkranz, Los Angeles. 


INTRODUCTION 


"THE development of modern industry with men 
employed by the thousands, and the passage of 
compensation laws in the various states has raised 
the question of the cause of hernia, of the relative 
importance of congenital defects, trauma and occu- 
pation as factors, and the possible lesions that cause 
erroneous diagnoses of hernia. 

According to careful post-mortem examinations, 
about one-third of all men are born with a poten- 
tial hernia, and many of these acquire a seminal 
vesiculitis. Following a strain there is a flare-up of 
the infection, which manifests itself as a vasitis. 
The first subjective symptom is a pain in the groin, 
which the patient too often attempts to “sell” to the 
insurance company as an industrial hernia. Because 
of the chaotic condition of the hernia problem, as 
indicated by the tendency of the Industrial Acci- 
dent Commissions to impose upon corporations as a 
legal liability the responsibility for hernia, it be- 
hooves us to curb our tendency to classify as an in- 


*Miley B. Wesson (1275 Flood Building, San Francisco), 
M. D. Johns Hopkins University, 1910. Practice limited to 
urology. Appointments: House surgeon, New York Hos- 
pital, 1910-1912; assistant to Hugh H. Young, 1918 to 
1921. Post-graduate work in urology, Brady Urological 
Publications: Numer- 


Institute, Johns Hopkins Hospital. 
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dustrial hernia every bubonocele or dilated inguinal 
ring occurring concurrently with a pain in the groin. 
The subject of hernia is as old as medicine, and 
just as the etiology had been satisfactorily settled 
and the medical profession had been convinced that 
practically all hernae were congenital and there was 
no such thing as a traumatic hernia, the subject was 
opened anew by catapulting the question out of the 
field of medicine and into the realm of industrial 
politics. Previous to the passage of the various work- 
men’s compensation acts, claims for damages based 
upon hernia were very rare; the rank malingerer 
or the workman who wanted some “easy money” 
generally had a “railroad spine.” At the present 
time the reports of the Industrial Accident Commis- 
sion show that claims for industrial hernia almost 
equal those of hurt backs, and if this rate of increase 
continues will shortly surpass them in number. 


DEFINITION 


The term “traumatic hernia” has been used to in- 
clude: (1) True traumatic hernia, due to direct 
violence; (2) hernia of effort, which includes all of 
those cases in which the hernia appears during 
heavy lifting, slipping, falling, coughing, sneezing 
or any cause whatever, which increases the intra- 
abdominal pressure; and (3) hernia of weakness, 
which is due to abnormal or defective development 
of the abdominal wall at the various hernial sites. 
The first group may quickly be dismissed from con- 
sideration with the statement that Dr. W. B. Coley, 
after thirty-one years’ experience at the Hospital for 


Ruptured and Crippled in New York City, where 
there are five thousand new admissions a year, has 
never seen a single case of true traumatic hernia. 
The third group, or “hernia of weakness” are almost 
as rare and, like the true traumatic hernia, are 


always of the direct type. Hence, compensation 
boards are only interested in the second group, or 
“hernia of effort.” It is universally recognized that 
the all-important cause of hernia is the presence of 
a preformed sac, i. e., there is an open funicular 
process of peritoneum existing at birth, even though 
the hernia may not develop until adult life. The 
hernia, not the formation of the sac but the filling 
of same by pushing out some intra-abdominal struc- 
ture, is never the result of a single strain or in- 
crease in intra-abdominal pressure, but the cumula- 
tive effect of a great number of strains spread over 
a considerable period of time, and is never accom- 
panied by acute pain. Although this is contrary to the 
stereotyped teaching of many textbooks, Coley, who 
probably has had the widest experience of any surgeon, 
has never seen a single case of a recent hernia which 
was “tender, painful and accompanied by ecchymo- 
sis, in which there had been a history of antecedent 
injury or accident of any form.” 


During the war it was clearly demonstrated that 
men taken from sedentary occupations and put at 
manual labor developed hernia quickly because of 
the sudden unaccustomed strain. In a series of two 
hundred autopsies, where there was no history or 
evidence of hernia in life, Murray found sixty-eight 
peritoneal diverticula, in several cases there being 
two or more sacs. Some surgeons advocate, in all 
unilateral herniotomies, the exploring of the sound 
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side for a potential sac; Roughton in eighteen cases 
found it in ten. It is not at all uncommon in large 
surgical clinics to discover, after the operation has 
been completed and the sac removed, that the wrong 
side has been operated upon. 


MEDICO-LEGAL ASPECTS 


In the pre-compensation days it was found that 
a man with hernia was about 25 per cent less effi- 
cient than the man without one. Therefore, though 
corporations might refuse to employ men with a 
rupture, they became more and more liberal regard- 
ing the repair of such a condition that might occur 
in an old employe. Also it required less time for the 
surgeon to operate and cure the hernia than was 
consumed in legal quibbles over “who is respon- 
sible.” The patient did not know he had a sac until 
the filling of the sac occurred ; but on the other hand 
the company was not responsible for the anatomical 
defect. In other words, they repaired herniae be- 
cause of a moral responsibility, but not as a legal 
liability. Even though the corporations had physical 
examinations of their men before accepting them 
for employment, hernia continued to occur. This 
merely meant that herniae were not recognized at 
the time of the examination. The finding of a sim- 
ple uncomplicated hernia depends, to a large extent, 
upon the personal equation. This was indelibly im- 
pressed upon me by a story told by the late Dr. 
W. S. Halsted. He attended a “hernia field-day” 
of a famous European surgeon who boasted that he 
never had any recurrences. A large number of pa- 
tients operated upon during the preceding year were 
present, and after the surgeon had examined them 
and found all to his satisfaction he invited the 
foreign visitors to also examine the cases, and they 
found recurrences in a large proportion of them— 
merely a difference of opinion as to the borderline 
cases. 


A few years ago, the Association of American 
Railway Surgeons decided that ‘“‘any hernia develop- 
ing in the course of duty incident to the man’s 
daily work should be treated as a disease due to spe- 
cial anatomical weakness on the part of the indi- 
vidual, for which the company is in no way respon- 
sible.” The California Industrial Accident Com- 
mission went even further and promulgated the rul- 
ing that “the consensus of medical and surgical opin- 
ion runs to the effect that hernia is very rarely, in 
the proper sense, the result of an accidental injury; 
that the accident is at best no more than the occa- 
sion instead of the cause of the malady; that the 
origin of the difficulty is congenital and more in the 
nature of a disease than an injury; that every claim 
for compensation based upon an alleged rupture is 
to be viewed with suspicion.” Although the ruling 
is widely quoted and referred to in the literature 
as a model of medical soundness and conservatism, 
the commission has practically repudiated it. They 
now attempt to consider each case individually, and 
recently they accepted, during one year, for com- 
pensation one-third of the herniae brought before 
them. 


Unfortunately, the compensation boards have been 
inclined to ignore the medical opinion and, guided 
by the generous attitudes of certain corporations 
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and a mistaken consideration of moral rights, have 
apparently attempted to pattern after some of the 
sentimental European court decisions, where the 
judges, beconiing confused in the mass of illy under- 
stood technicalities, have followed the line of least 
resistance and given judgment in most cases in favor 
of the working man. The California Industrial Acci- 
dent Commission has done almost the same thing; 
to quote one of their officials, they have “turned a 
complete somersault” and now accept all cases in 
which it can be proved: (1) That a hernia exists; 
(2) a strain was experienced, and (3) the claimant 
told someone, generally a colleague, at the time of 
the strain, that he thought he was ruptured. 


PROSTATITIS, SEMINAL VESICULITIS, 
AND VASITIS 


The evidence indicates that the discussion of the 
origin of hernia is only of didactic interest, since 
the insurance carriers are going to have to pay for 
repairing practically all of them. Hence, efforts 
should be directed to prevent classifying and operat- 
ing upon as hernia the enlarged spermatic cords that 
cause the painful inguinal tumors and which are 
due directly to vasitis and, secondarily, to seminal 
vesiculitis and prostatitis. Because of their intimate 
association the prostate, seminal vesicles and ampul- 
lae of the vas deferens are generally infected to- 
gether. Prostatitis should not always be classified 
as a venereal disease, and is not a rare infection. On 
the contrary, it is so common that we feel that prac- 
tically all men have, have had, or are going to have 
a prostatitis, with or without symptoms. This is 
well demonstrated by the difficulty experienced a 
few years ago by Dr. Hugh H. Young’s patholo- 
gist when he made, for teaching purposes, micro- 
scopic sections of both the normal and pathological 
genito-urinary tract. With access to all of the au- 
topsy material in Johns Hopkins Hospital, after a 
three years’ effort to get normal adult prostate tis- 
sue, he was compelled to use that of an infant. 

The etiology is often confusing. Gonococci from 
a urethritis often pass up and into the prostate, and 
there is no way of preventing this complication. On 
the other hand, a large number of cases of chronic 
prostatitis are of non-venereal origin and these can 
be prevented. The common infective organism is the 
colon bacillus from the adjacent rectum, and if the 
prostate is kept in a state of constant engorgement 
it provides a nice mass of culture media. Hence, 
the after effects of immoderate masturbation, sexual 
excesses, or an overindulgence in “petting parties” 


are often more troublesome than those of gonor- 
rhea. 


SYMPTOMS 


The symptoms of seminal vesiculitis are: (1) A 
vicarious urethral discharge; (2) urinary disturb- 
ances; (3) sexual irregularities—premature, pain- 
ful or bloody ejaculation, and (4) referred pains. 
The order of frequency of this last group, which is 
of greatest interest to the surgeon, being pain or 
ache in: (a) The back (lumbago) ; (2) in the legs 
or hips (sciatica) (c) suprapubic region; (d) groin; 
(e) scrotum, kidney, etc. They are accordingly 
commonly diagnosed and treated as sacro-iliac dis- 
eases, spondylitis, sciatica, hernia, appendicitis, etc. 
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Gynecologists have long recognized that pus tubes 
in the female must be ruled out before an appendi- 
citis operation is decided upon, but many general 
surgeons have yet to learn that seminal vesiculitis, 
or “pus tubes in the male” are equally as confusing. 

Under suitable conditions the infective organisms 
pass downward from the prostate and seminal vesi- 
cles to the epididymis by means of an anti-peristaltic 
movement of the vas deferens, which commences 
in the colliculous seminalis. The vas is very tender 
and prominent and can be felt along its course, as 
the cellular tissue around it is usually inflamed in 
sympathy. Consequently, one is really dealing with 
a funiculitis. The pain in the inguinal region is 
very severe and it often radiates down the inner 
side of the thigh. 

The immediate cause of the vasitis or deferentitis 
may be sexual excitement. If no virulent organisms 
are present, such will merely cause a neuralgia of 
the testicles of transitory character. However, vasi- 
tis commonly follows a strain, such as lifting a 
heavy object; and jumping on the high steps of a 
moving cable car in San Francisco is a frequent 
exciting cause. 

The workman who is subjected to an unusual 
strain, however slight, may notice a pain in the 
groin, and after a consultation with his colleague 
decide that he has been ruptured. Because of the 
tender mass (due to the inflamed spermatic cord) 
the patient flinches when the surgeon attempts to 
palpate the inguinal ring, and the examination is gen- 
erally unsatisfactory. A dilated ring may or may 
not be found, but because of the history and tender 
mass the surgeon too often confirms the laborer’s 
diagnosis. Following the operation there is a large 
tender testicle which the surgeon generally at- 
tributes to edema from sewing the ring too tight, 
but which in reality is due to an epididymitis that 
might have occurred if no operation had been done. 
However, because of the added trauma incident to 
the surgical transplantation of the cord, there are 
marked inflammatory changes which may lead to 
even abscess formation and resultant sterility. 

This study is based on a series of forty-seven 
cases of vasitis seen during the past two years. Most 
of the cases were referred to me by insurance car- 
riers for an “examination, report and opinion,” with 
the statement that hernia operations had been ad- 
vised. They had been diagnosed as traumatic hernia 
because of the history of pain in the groin follow- 
ing a strain and the presence of bubonoceles or 
thickened tender spermatic cords which interfered 
with accurate palpation of the inguinal rings. The 
patients ranged in age from 25 to 61, the average 
being 39 years. Infected urine was found in 18; 
residual urine, secondary to median bars, in 4; pus 
in the prostate and seminal vesicles in 47; tender 
thickened vas in 47; chronic epididymitis in 30; and 
genital tuberculosis in 3. Only twenty-one admitted 
a history of venereal diseases, and this is relatively 
a high figure, as all employes who have had expe- 
rience with the old-time “company doctor” routinely 
deny veneral infection, since they believe that, when- 
ever possible, the doctor will “pronounce” the ail- 
ment as a sequellae of such. In the past this may 
have been true, as the contract surgeon’s retainer 
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was meager and the position was used merely to 
build a private practice—venereal diseases and ob- 
stetrics being extra. 


CASE REPORTS 


The following brief case reports of vasitis are 
given because they are typical of the series. In all 
of the cases herniotomies had been advised for the 
relief of the inguinal pain, and in the one operated 
upon there was no relief of the symptoms. Had 
the cases of genital tuberculosis been accepted, they 
would undoubtedly have proven to be very expen- 
sive “herniae.” 


Case 1—A 27-year-old married man complained of a 
pain in the right groin. The prostate was large, boggy, 
and so exquisitely tender on deep palpation as to cause 
the patient to cry out with pain, and be followed by a 
marked priapism. He stated that it felt as if a streak 
of fire started from the palpating finger, passed around 
the brim of the pelvis and down into the scrotum and 
reproduced the hernia pain. The expressed secretion con- 
tained masses of pus and cocci. The inguinal rings would 
admit only the tip of one finger. 


_ Cast 2—A 42-year-old-man complained of a swelling 
in his left groin and scrotum, which occurred immediately 
after falling downstairs, a distance of eight steps. There 
was a history of gonorrhea ten years before and previous 
attacks of marked frequency and urgency. The urine con- 
tained tubercle bacilli; the prostate and left seminal vesi- 
cle were tuberculous; there was a left epididymitis and 
thick, tender left spermatic cord; a bilateral small direct 
hernia, left bubonocele and right dilated inguinal ring. 


Case 3—A 60-year-old man complained of a swollen, 
painful testicle and a left inguinal hernia, for which he 
had drawn a pension for twenty-five years as a Spanish 
War veteran. Nycturia—41x; urine contained bacilli; 
large, boggy prostate contained 100 per cent pus; thick 
indurated, tender left spermatic cord, and inguinal rings 
would barely admit the tip of the finger. 


Case 4—A 21-year-old single man complained of right 
hernia and swollen, painful testicle. He gave a history 
of frequent erections, and though rarely indulging in in- 
tercourse because of a fear of contracting gonorrhea, 
practiced masturbation daily. The prostate was large and 
boggy, and the seminal vesicles simulated wienerwurst 
in shape and size. A urethral smear contained bacilli; 
the urine was filled with both bacilli and motile sper- 
matozoa; and the expressed prostatic secretion contained 
clumps of pus and bacilli. 


Case 5.—A 45-year-old man stated that he had a pain 
in the groin, extending down the inner side of the right 
thigh, which followed the strain of prolonged standing 
on his tip-toes while attempting to place a heavy piece 
of timber on a scaffold. The urine contained bacilli. 
Both inguinal rings were dilated; right vas was large 
and tender; and the prostate and seminal vesicles were 
enlarged and the secretion contained clumps of pus. 


Case 6—A 50-year-old man, while loading a truck, 
slipped and experienced a sharp pain in his left groin, 
extending to his back. There was a history of nycturia— 
2x, urgency, and weakened sexual powers. The prostate 
and seminal vesicles were bound down by adhesions, and 
on deep palpation indurated nodules could be felt; 
the secretion contained clumps of pus. The urine con- 
tained pus, but no organisms; there was a bilateral 
chronic epididymitis; and a tender, thickened left vas 
and a left bubonocele. 


Case 7—A 21-year-old boy had been unable to work 
for two months because of a pain in the right groin, which 
followed a “strain.” He had a small left varicocele, a thick- 
ened right spermatic cord and epididymis. When first seen 
it was impossible to palpate the right ring because of the 
tender cord, and the mass caused a bulging that had been 
diagnosed as hernia. The urine, as well as the prostate 
and vesicle, contained pus and bacilli, and by palpating 
the right vesicle a sharp pain could be made to dart 
around the brim of the pelvis and down into the scrotum, 
reproducing the identical original hernia pain, With the 
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subsidence of the vasitis, a definite hernia could be pal- 
pated. After the seminal vesiculitis had been cured by 
appropriate treatment, a herniotomy was done. 


Case 8—A 55-year-old hotel clerk complained of a pain 
in the left groin, occurring thirty hours after lifting a 
heavy trunk. He had an infected urine, a large tender 
prostate and seminal vesicles, the secretion from which 
contained pus; an acute left epididymitis and hydrocele 
of the left cord; upon palpation of the prostate pain 
radiated around the brim of the pelvis and down to the 
left testicle. The inguinal rings would barely admit the 
tip of a finger. Immediate herniotomy had been advised. 
All pain disappeared with appropriate treatment. 

Case 9—A 49-year-old laborer complained of a left 
hernia from a strain received on February 28. The pain 
extended from the lumbar region, around the brim of the 
pelvis to the left groin; a herniotomy was done on March 
24 and a very small bubonocele found. On May 11, the 
original pain was worse than before operation, and it 
was found that he had a large tender prostate and semi- 
nal vesicles, filled with pus. With the clearing up of the 
infection, the “hernia pain” disappeared and he returned 
to work. 

Case 10—A 37-year-old carpenter tripped and fell back- 
ward while helping move a heavy platform at Yosemite 
Valley. A tentative diagnosis of “strained ligament” of 
the left groin was made. Since the pain in the groin per- 
sisted, he came to the city and consulted a surgeon, who 
advised a herniotomy. He had gonorrhea in 1911, and an 
internal urethrotomy two years later. Several months 
ago, he was operated upon for a rectal fistula. Examina- 
tion disclosed eight urethral strictures, tuberculosis of the 
left seminal vesicle, vas, and epididymis. The urine was 
syrupy in consistency, contained masses of pus and acid 
fast bacilli; both inguinal rings were tight. 


Case 11—A 34-year-old woodsman, while straining on 
a peavy to turn a log, felt a pain in his left groin, and 
on the following day developed a painful, swollen tes- 
ticle. There was tuberculosis of the left seminal vesicle, 
vas, and epididymis. The inguinal rings were tight. 
Eventually, he disclosed the fact that, seven years before, 
a left nephrectomy for tuberculosis had been done at the 
Mayo Clinic. 


Case 12—A 32-year-old dairyman had a cow step on 
the right groin. Because of the pain and swelling, a 
hernia was diagnosed and an immediate operation ad- 
vised. A gonorrheal urethritis was present, as well as a 
right epididymitis, vasitis, a chronic prostatitis and semi- 
nal vesiculitis. Both inguinal rings were tight. The pres- 
ence of diabetes might have caused complications if a 
herniotomy had been done. 


CONCLUSIONS 


When a united medical profession will accept the 
definition of traumatic hernia originally promul- 
gated by the California Industrial Accident Com- 
mission and will then convince our legal brothers 
and labor leaders of the wisdom of accepting medi- 
cal facts instead of industrial theories, one of the 
greatest abuses of the compensation law will have 
been remedied. As soon as hernia is eliminated from 
consideration as a cause of acute pain in the groin 
and testicle, diagnosis of vasitis will become com- 
paratively common. 

Sir William Osler taught that when in doubt as 
to any diagnosis, never to fail to make a rectal ex- 
amination. If this injunction be followed, and if 
the finger used be a long one, many a tentative diag- 
nosis of industrial hernia will be changed to male 
pus tubes and their sequellae. 

1275 Flood Building. 


DISCUSSION 


Emmet Rixrorp, M. D. (1795 California Street, San 
Francisco) — Doctor Wesson has pretty definitely estab- 
lished his thesis that seminal vesiculitis, or rather its 
consequence, vasitis or funiculitis, is sometimes con- 
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founded with hernia. I doubt, however, if this error is 
as frequently made as one would gather from the paper. 
It seems to me extraordinary that Wesson should have 
seen forty seven instances in industrial accident cases. Asa 
general surgeon I see many hernias, but few cases of 
vesiculitis. The difference, perhaps, is a matter of point 
of view. 

The conclusion is, of course, just that a man should 
not be subjected to an operation for hernia, if the pain 
in the groin, which has come on following some more or 
less definite strain is due to funiculitis, but I am not so 
clear that hernia does not sometimes cause tenderness 
about the spermatic cord. I am a little surprised at the 
quoted statement of Coley that he has never seen tender- 
ness in the inguinal region caused by hernia. Personally, 
I have seen tenderness of the cord caused by too strong 
pressure of a truss; also tenderness in this region in the 
presence of advancing hernia, which would seem to be 
accounted for by distension of the fascia propria of the 
cord, and I have known of a testicle to be swollen be- 
cause of compression of the veins of the cord from the 
same cause. I have seen one case, that of a dentist in 
San Francisco, who had sudden pain at the site of an 
old hernia following a dive into a swimming tank, his 
truss having been laid aside. In this case there was, 
doubtless, beginning strangulation, but tenderness re- 
mained some days after the reduction of the hernia. 


The hernia problem is not a simple one when viewed 
from almost any angle. Certainly, it is not simple in its 
industrial accident relations. The German dictum, rating 
as compensable only those hernias which on operation 
showed evidences of hematoma, would seem to be unduly 
severe and unfair to the injured workman, for, in spite 
of the commonly accepted doctrine that hernias occur 
gradually, we see cases every now and then in which 
the protrusion has occurred suddenly as the result of 
straining. For example, a farmer boy of about 20 years 
of age was plowing, when the plow-share struck a root, 
throwing the boy into the air. He had a sudden and very 
severe pain in the right groin, and only with the greatest 
of effort was able to get to his house. Examination 
showed a large hernia, which was reduced without diffi- 
culty, extending well down into the upper part of the 
scrotum. He stoutly maintained that there had been no 
protrusion before this time, and since the boy was one 
of the proprietors of the farm, there was no industrial 
accident relation to modify his statement. When seen by 
me a day or two later the tissues of the canal were still 
quite tender. Operation showed no hematoma or other 
evidence of tearing of the sac, but the sac, which was 
quite thin, communicated with the tunica vaginalis. In 
other words, the processus vaginalis had never closed. 
The condition was one of commonly called congenital 
hernia, and in my mind there was no question that the 
sudden severe strain caused the intestine to open up this 
pre-existing sac. 

In further confirmation of the fact that slight trauma, 
in the sense of increased intro-abdominal pressure will 
open up a pre-existing sac, I have had personally the 
following somewhat extraordinary experience. Operat- 
ing for appendicitis, and being interested in hernia, I 
passed my finger through the McBurney incision and 
explored the internal inguinal ring in a certain case. I 
found just lateral, and above the deep epigastric artery, 
a funnel-shaped depression. With the least imaginable 
force I explored this funnel with my finger, and was 
startled to find that the finger passed down through the 
whole length of the inguinal canal. Here I had produced 
a hernia. Since it is not good surgery to repair a hernia 
after removing the appendix, I proceeded to repair the 
hernia and removed the appendix subsequently. 


Rosert V. Day, M.-D. (Detwiler Building, Los An- 
geles)—Like Doctor Wesson, I have examined a consid- 
erable number of patients coming for examination as in- 
dustrial accident cases and claiming traumatic hernia. 
Practically all these patients had an inflammation of the 
vas and sometimes a swollen infiltrated cord, with a con- 
comitant prostatitis and seminal vesiculitis. The majority 
showed no evidence of gonorrheal infection, either active 
or latent. Doubtless, however, in many cases this infec- 
tion was post-gonorrheal—perhaps of many years’ stand- 
ing. It is a notable fact that widespread subjective symp- 
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toms are the result of seminal vesiculitis, especially 
indefinite pains radiating over a considerable area and 
in several directions and producing a psychic effect on 
the patient, out of all proportion to the amount of pa- 
thology present. His psychasthenic state sometimes helps 
him believe he has a lot of things he hasn’t and magnify 
the ones he has. 

Doctor Wesson states the immediate cause of vesiculitis 
is usually sexual excitement or a strain such as lifting a 
heavy object. This has certainly been my experience, 
although the sexual excitement is often denied by the 
patient, only in some instances to be admitted later. 
Herniotomy on these patients is not only unnecessary, but 
is fraught with the danger of epididymitis and funiculi- 
tis, besides incapacitating the patient for a considerable 
time, with the likelihood of permanent damage to the 
genitalia on the side operated upon. The question of 
sexual excitement is an important one, because man is the 
only animal that does not observe sexual restraint at 
times when propagation of the: species is not the uncon- 
scious objective. The wonder is that even more pathology 
than obtains in the average human being does not ensue. 
When we consider that such a large proportion of women 
have displacements and leucorrhea, and that such a 
large percentage of the men on the street are afflicted 
with a more or less latent prostatitis and perhaps semi- 
nal vesiculitis, a condition which goes with civilization, 
then we are prepared to believe the statements of Doctors 
Young and Wesson that it is very difficult to obtain 
normal prostatic tissue except in the infant. Doctor 
Wesson’s reference to the teaching of Sir William 
Osler “never to fail to make a rectal examination when 
in doubt” does not go quite far enough. Palpation of the 
prostate and vesicles may reveal nothing abnormal; but 
unless the prostatic juice and sperm are immediately ex- 
amined as a wet mount under a high-powered micro- 
scope, many cases of prostatitis and vesiculitis will be 
overlooked when the prostatic juice and sperm may show 
a large percentage of pus, and hence subject the patient 
to a chance of developing vasitis and funiculitis follow- 
ing sexual excitement or strain. Of course, if there is 
pus there must be infection; but it is often difficult to 
determine the causative organism. In only one instance 
in Doctor Wesson’s paper do I disagree with him, 
namely, that the causative organism is usually the colon 
bacillus. Finding colon bacilli on cultures or on smears 
does not by any means prove it is the organism causing 
the infection. Being anti-biotic, it so often is found when 
the real organism—perhaps a green streptococcus—will 
not grow or appear in smears. Rosenow, I think, has 
demonstrated this fact, and it is borne out by clinical 
experience when checked with careful smears early and 
late. This is an extremely minor point. I should say that 
Doctor Wesson’s article should serve as a classic exposi- 
tion, discussion, and guide for the practitioners of Cali- 
fornia and the readers of this magazine in the handling 
of the type of cases discussed. 


F. S. DittincHam, M. D. (320 Merchants National 
Bank Building, Los Angeles) —From an insurance and 
industrial standpoint, as well as for the information of 
physicians and surgeons, Doctor Wesson’s paper bears a 
very important message. 

Every case of swelling in the groin with acute pain 
should be carefully examined to rule out vesiculitis and 
vasitis before subjecting the patient to a herniotomy. 
Wesson has emphasized the point that acute tenderness 
and ecchymosis are never present in recent hernia. 

The laity and many doctors do not realize how many 
years infection may lie dormant in the prostate and vesi- 
cles, to be stirred up by some sudden strain or excess, 
or without any apparent provocation. While the original 
infection is due to gonorrhoea in the majority of cases, 
many lately have been traced to infections elsewhere, 
such as teeth, tonsils, and the intestinal tract; and when 
the infection was of venereal origin the gonococcus was 
killed or died comparatively early. 

Wesson is to be complimented for so ably calling atten- 
tion to this phase of the hernia problem, and his warning 
should be passed down to the youngest assistant sur- 
geons, who perhaps see these cases before they are sent 
to the hospital for operation. 


H. A. RosENKRANZ, M.D. (W. P. Story Building, Los 
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Angeles)—Doctor Wesson’s wide experience in this field 
has made it possible for him to give us the clearest and 
most authoritative presentation of this very timely sub- 
ject that has thus far appeared. 

That forty-seven cases presenting symptoms, palpably 
due to urological conditions, should have been diagnosed 
as hernia, when hernia was present in but two of them 
and then merely as a condition co-existent with urologi- 
cal diseases which were the real causes of the symptoms, 
certainly stresses the need for urological consideration in 
these cases. The patients, the insurance companies, and 
medicine in general will be benefited thereby. 

Aside from masturbation, I have found bicycle and 
horseback-riding.to be an occasional cause of catarrhal 
prostatitis, otherwise known as prostatic congestion. 
These patients are neurasthenics and prone to magnify 
their inguinal symptoms. 

As Wesson has pointed out, chronic epididymitis is a 
common condition, having been present in thirty of his 
cases. Instead of herniotomy it would have been better 
if some of these cases had been recommended for epi- 
didymectomy. During the past few years the removal of 
the clinical infected epididymis has been demonstrated to 
be a valuable procedure in relieving these patients of 
their distressing symptoms. Epididymectomy has hereto- 
fore been limited too much to the tuberculous epididymis. 

I have under observation at the present time three 
cases in which the obstruction caused by the vas becom- 
ing involved in the scar of a vasotomy or varicocele 
operation has caused a flare-up of an old epididymitis. 
Sigmoiditis should also be ruled out in cases of left-sided 
inguinal pain. 

The abuse of the diagnosis of hernia, as so strongly 
set forth by Dr. Wesson’s cases, certainly indicates a 
need for an urological check-up. The opinion concurred 
in by the California Industrial Accident Commission that 
strain is the occasion and not the cause of almost every 
one of these cases of so-called traumatic hernia should 
be constantly borne in mind, so that these mistakes may 
be avoided, mistakes which, aside from their foolishness, 
are rather lamentable from the standpoint of the patient 
at least. 

I feel that industrial medicine should feel grateful to 
Dr. Wesson for having so ably presented this pertinent 
subject and for having relieved it of confusion. 


Doctor Wesson (closing)—I am very glad that Doc- 
tor Rixford brought out the fact that general surgeons 
see very few cases of vesiculitis. It is because they do 
not look for them. A rectal examination should be made 
routinely on all patients; even then the findings are not 
reliable unless the surgeon has a long finger. The cases 
of acute hernia cited by Rixford are very instructive; I 
found none in the literature corresponding to them. The 
suggestion that pain in the groin might be due to the 
hernia interfering with the blood supply of the cord is 
very interesting. 

The subject of hernia has apparently been removed 
from the field of medicine, so doctors’ views are only 
of academic interest. Recently, the Industrial Accident 
Commission of Minnesota denied compensation for an 
inguinal hernia, and the State Supreme Court remanded 
the case for rehearing because ‘‘the asserted medical view 
that hernia is a progressive disease is so emphasized 
and so permeates the consideration of the case as to 
obscure the search for the Jegal cause.’ With the general 
adoption of compulsory compensation insurance, there 
has developed a distinction between those who “practice 
medicine” and those in the “medical business.” Eminent 
surgeons’ opinions are not going to be accepted as au- 
thoritative by a referee or a member of the Industrial 
Accident Commission (the court of last resort) who is a 
Christian Scientist or an ardent supporter of the chiro- 
practic cult. If it had not been for the League for the 
Conservation of Public Health, Christian Scientists would 
now be practicing before the California Commission and 
curing “hernia” by prayer. Several Christian Science 
healers have been recently commissioned in the United 
States Army. 

The labor unions do not permit selective physical ex- 
amination for employment; hence men are hired “as is” 
and assumed to be physically perfect. It is probable that 
any strain, even though common to the work, may cause 
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a flare-up of any latent infection. When a tuberculous 
vasitis with a bubonocele is accepted and operated upon 
as a hernia, the insurance carrier, although planning 


only to pay for the operation, will eventually pay the 
death loss. 


The compensation laws were planned to rehabilitate 
men injured by exertions unusual to their work; prosta- 
titis, seminal vesiculitis and vasitis are diseases common 
to men in all walks of life. The professional man is not 
subjected to a hernia operation, because of a pain in the 
groin, without a careful urological examination, and the 
laborer should be dealt with in the same manner. 


The fact that a urologist who does no routine compen- 
sation work, merely examining questionable cases as a 
consultant, has seen in a period of two years forty-seven 
cases of vasitis that simulated herniae, indicates that the 
lesion is very common. The discussion has called atten- 
tion to the point that vasitis is also confused with hernia 
south of the Tehachapi. 


Relief for the Pain in Carcinoma of the Face—Since 
by far the greater number of subjects with painful 
cancerous lesions of the face refer the pain to the trigemi- 
nal distribution, it is with this nerve or its three terminal 
divisions that one must most frequently deal. In the 
series of thirty-five cases reviewed by Francis C. Grant, 
Philadelphia (Journal A. M. A.), in only seven was pain 
located outside this area. Six of the patients complained 
of pain in the ear, behind the ear and on swallowing. 
Successful injection of the second and third divisions 
of the trigeminus and avulsion of its sensory root did 
not afford the patients much relief. In dealing with pain 
referred to the trigeminal distribution, intracranial neu- 
rectomy is the procedure of choice. Direct exposure of 
the nerve roots makes it certain that they have been cut 
and that the maximum benefit will be obtained. Peripheral 
injection is more frequently employed, for patients dread 
the formal operation. Injection of the terminal divisions 
may be difficult in the presence of a malignant lesion, 
since the normal course of the nerve is often distorted by 
the pressure of the growth. In this series, twenty-four 
patients have been injected, with complete relief of pain 
in seventeen. In four, a decrease in pain resulted. Three 
were unaffected, although the typical anesthesia of a 
successful injection was produced. In ten cases, the nerve 
could not be reached, and no anesthesia or relief of pain 
followed. In five of these, operation was subsequently 
done with complete freedom from pain in three and par- 
tial relief in one. One patient was not relieved. Five 
patients were subjected to operation as a primary measure, 
three of whom were completely relieved. One, who died 
on leaving the operating room, had been given a local 
anesthestic and the ganglion exposed and injected with 
2 cc. of 10 per cent cocain. Up to that time, his condition 
had been good, but within fifteen minutes of the cocain 
injection, he suddenly stopped breathing. A second pa- 
tient died ten days after operation, from meningitis. The 
malignant growth had involved the ethmoid cells and the 
base of the skull over them. If the malignant growth is 
situated superficially within the trigeminal area, the 
results from nerve block are very much more satisfactory 
than when the deeper areas of the face and mouth are 
involved. If the accessory sinuses, especially the ethmoid 
and sphenoid or the floor of the mouth, are the site of the 
lesion, the prognosis for complete relief should be 
guarded. Of the thirty-five patients in this series, twenty- 
one were entirely freed from pain, six were much im- 
proved, and eight showed no change. In five of this last 
group, the lesion was situated in the floor of the mouth 
with involvement of the tonsillar pillar, and three had 
extensive degeneration in the maxillary bone and adjacent 
accessory sinuses. These three subjects refused further 
treatment after attempts at alcohol injection failed. 
Among the twenty-one patients completely relieved, nine 
died peacefully from metastasis within eighteen months 
following injection; seven are pain-free and receiving 
treatment. Five are apparently cured two years after 
treatment. In small painful lesions, with a fair chance 
of complete removal if vigorous treatment is instituted, 
nerve blocking by alcohol injection is especially valuable. 
Once the lesion is healed, the pain disappears. 








Editorial Note—The suggestion that CALIFORNIA AND 
WESTERN MEDICINE devote space to brief discussions of 
specific problems of bedside medicine by bedside doctors 
has met with such a surprisingly enthusiastic endorsement 
from so many sources that this department will hereafter 
be featured in each issue of the magazine. Some of the 
subjects now being discussed are: 


What constitutes the minimum evidence warranting a 
positive diagnosis of diabetes mellitus? 

Should drug addiction be a reportable disease? Give 
reasons. 

Management of patients with whooping cough. 

Brief of evidence that warrants surgical intervention in 
pulmonary tuberculosis. 

A brief of the evidence which justifies a diagnosis of 
infantile paralysis. 

The practicability of radiologic visibility of the gall 
bladder, its availability, indications and values to the 
family doctor. 

The symptoms and evidence that warrant a diganosis 
of pyloric stenosis in infants. 

Common sense and urinary lithiasis. 

Minimum groups of symptoms and findings that war- 
rant a diagnosis of syphilis. 

A brief of the best modern practice in the treatment 
of “primary and secondary” syphilis. 

The reliable and dependable remedies in the treatment 
of the later manifestations of syphilis and the method 
of their employment. : 

What are the essential indications for Caesarean sec- 
tion? 

Under what conditions, if any, is appendicostomy jus- 
tifiable? 

What can doctors do to increase the number of useful 
bedside nurses at a price consistent with essentials in 
training and education? 


Physicians who desire to add their discussion to any 
of these subjects, or who will suggest other subjects, are 
cordially invited to do so. 

The policy that will be followed consists essentially in 
selecting timely limited subjects; having the groundwork 
of the discussion carefully prepared ‘by invited authors; 
and then giving as many as possible bedside doctors, 
particularly those in unlimited practice, a chance to ex- 
press opinions and give the results of their experiences 
with the subject. 

Discussion of this first publication might have been 
extended to include a larger number of physicians, but 
has been concluded in order to start this department at an 
early date. 

In addition to his discussion of this subject, printed 
below, Doctor G. G. Hawkins of Madera says in a let- 
ter of transmittal, among other interesting things, that 
“this is my maiden effort at medical publicity. CALIFORNIA 
AND WESTERN MEDICINE is in my opinion making won- 
derful advancement in usefulness to the medical profes- 
sion, ranking with the very best of medical journals. 
Its pages are read by me and all other general practi- 
tioners with interest, which grows with each issue. In 
your space ‘Bedside Medicine for Bedside Doctors’ you 
have hit a responsive chord in the heart of every real 
family doctor, I am quite sure. Keep that space clear of 
highly scientific thought and laboratory research, con- 
tinue to make it extremely practical by calling frequently 
upon the experience and interpretation of the country 
doctor. You will thereby develop and encourage him 
and make him feel that CALIFORNIA AND WESTERN MeEDI- 
CINE is really his magazine and that he is entitled and 
expected to try at least to help make it a success by 
contributing from his own experience.” 


CURRENT CONCEPTION OF RECTAL FEEDING: 
USES, SUBSTANCES AND METHODS 
Ernest H. FALCONER (384 Post Street, San Francisco)— 
In discussing the current conception of Rectal Feeding, 
it is important to recall certain physiological facts con- 
cerning the colon. Foremost of these is the fact that in 
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man the colon is of little importance as an absorbing 
organ. A certain amount of fluid is absorbed constantly 
from the colon, chiefly from the upper portion. It is esti- 
mated that about 500 cc. of water passes through the 
ileocaecal valve in twenty-four hours. Of this amount 
about 400 cc. are absorbed in the colon. The isolated 
colon is able to absorb about 6 grams of dextrose and 
80 cc. of water per hour. Egg albumin or caseinogen 
solutions introduced per rectum show no absorption after 
several hours. After longer periods of time, some dis- 
appearance of proteins and emulsified fats has been ob- 
served, but this is probably due to bacterial decomposi- 
tion, and has very little food value. In some instances 
where large nutrient enemata are used, it is possible 
that a small portion may regurgitate through the ileocae- 
cal valve and thus become absorbed. For practical pur- 
poses, very little nourishment can be given to an indi- 
vidual through rectal feeding. The chief use of rectal 
feeding is for administration of fluids such as water, sa- 
lines and glucose solutions. 

The importance of keeping up the fluid intake in in- 
fections and intoxications seems to be pretty generally 
recognized at the present time. The basis for this pro- 
cedure lies in the clinical improvement that accompanies 
the dilution of toxins and increased facility of their re- 
moval that follows, when plenty of fluid is present in the 
tissues. At the present time, the so-called “Murphy drip” 
is the most popular method of giving fluid per rectum 
and the solution generally used is glucose solution. One 
practical difficulty with the “Murphy drip” is that cer- 
tain patients are unable to retain the solution, apparently 
due to irritation of the mucous membranes of the lower 
colon and rectum, by the continuous presence of the 
catheter in the rectum. In such instances it is better to 
give a small retention enema of about 200 or 300 cc. to 
be repeated about twice during the day. Glucose solu- 
tions have an advantage over plain water or saline solu- 
tion in that calories are introduced in an easily utilizable 
form. In post-operative cases, especially where acidosis is 
present, in protracted vomiting, uremia, certain cases of 
diabetic coma (as a supplement to insulin treatment), 
and in bleeding gastric or duodenal ulcer, from 5 to 10 
per cent glucose solutions per rectum are of distinct value. 
The important fact to recognize in rectal alimentation is 
that it is at best a method of slow starvation, and does 
not prevent tissue breakdown. It should not be employed 
over long periods of time in cases where it is impossible 
to take nourishment by mouth. In this type of case it is 
usually better to employ surgical means to perform a 
gastrostomy or jejunostomy and feed by means of a 
tube directly into the stomach or jejunum. 


LoveLL LANGsTRoTH, M.D. (490 Post Street, San Fran- 
cisco)—Doctor Falconer is right. There is excellent evi- 
dence to show that glucose and water may reach the body 
cells through the mucous membrane of the colon but that 
food,even when partly digested, will not do so. Rectal 
feeding is therefore a misnomer. 

Even for absorbing fluids the rectum is unsatisfactory 
for several reasons. The first of these is that the fluid 
is frequently not absorbed, the second that the tube often 
causes much discomfort, and the third that the greatest 
amount that can be given this way is usually inadequate. 
This fluid is intended not only to dilute toxins and aid 
in their excretion but also to support the circulation, to 
aid in distributing heat evenly throughout the body, and 
to bring it to the surface for elimination. In order to 
serve these purposes it must be given in large amounts. 
An individual with a gastroenteritis needs much more 
than his usual intake of liquid because he is losing fluid 
in his vomitus and in his stools; a patient with a severe 
infection must have more than he can be induced to take 
by mouth because he is losing large amounts in his ef- 
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forts to cool off the body. Indeed practically every ill- 
ness where fluids cannot be taken by mouth requires at 
least 3000 cc. per twenty-four hours which the most 
skilful nurse could not administer rectally. 


The alternative is hypodermoclysis. While requiring 
careful asepsis it is much more satisfactory because one 
is certain that the fluids get to the tissues and because 
it really causes less discomfort. Glucose, of course, can- 
not be given this way but the amount introduced rec- 
tally is so small as to be of very little value. If needed 
this sugar can easily be given intravenously. Generally 
I would rather use hypodermoclysis than to give fluids by 
rectum. 


F. F. Gunprum, M.D. (Capital National Bank Build- 
ing, Sacramento, California)—Adequately to provide for 
the body’s alimentary-needs by rectal feeding is not 
practicable. Digestive ferments poured into the intestine 
higher up are no longer active in the caecum. Substances 
of large molecular size, fats, albumins, proteoses or even 
amino acids are unabsorbed by the colonic mucosa. To 
make matters worse, the introduction of these fluids fur- 
nishes an excellent culture medium and the great increase 
in bacterial flora soon produces a colitis which makes fur- 
ther rectal interference impossible. 


As a temporary means of giving the body needed as- 
sistance the large bowel has a great usefulness. Glucose, 
whiskey, inorganic salts and water are freely taken up 
and their administration may, with care, be continued 
over a considerable period. The so-called “Murphy” 
method owes its popularity to the surgeons who employ 
it for two or three days post operative to restore needed 
fluid apt to be depleted through surgical procedures. It 
is the common practice, at the same time, to give mor- 
phine generously, diminishing the rectal reflexes and ob- 
tunding the sensorium so that the constant presence of 
the tube is tolerated better than under other conditions. 
At best the majority complain a good deal in three or 
four days and few are able to retain the tube longer than 
a week. 


If the colon is carefully cleaned with salt solution irri- 
gations and the rectal feeding introduced slowly at a 
temperature of about 105 degrees F., the patient’s hips 
being somewhat elevated, it is usually possible to run 
in 800 cc. without discomfort and to fill the entire large 
bowel. Repeated at eight-hour intervals very little bowel 
irritability appears. 

The amounts absorbed vary within wide limits. A pa- 
tient much dehydrated may absorb three or four quarts 
of solution in the first twenty-four hours, particularly if 
the fluid is hypo-tonic. Potency of the ileocecal valve 
may also account for free absorption. 

It is important that the solution used be dilute. Too 
concentrated a liquid will draw fluid into the bowel 
through osmosis. The amounts of food obtainable in 
this way are not great. In 1000 cc. of water, 8.5 gms. 
of glucose and 60 cc. of whiskey make a slightly hypo- 
tonic solution, a total of 454 calories. Three feedings 
then of 800 cc. each would yield 1089 calories each 
twenty-four hours. 


Tuomas C. Epwarps, M. D. (Salinas, California)— 
I believe that in some cases very definite benefit is ob- 
tained by rectal feeding, the laboratory findings to the 
contrary notwithstanding. 

Where the stomach persistently refuses to retain any- 
thing given, then the introduction into the rectum of what 
we “old timers” have been accustomed to term, a nutri- 
ent enema, many times seems to be beneficial. 

We may think we know all about what happens chem- 
ically, or physio-chemically, when food is given per rec- 
tum, but there are forces at work that are bio-chemical, 
and I suggest that sometimes the bio does things of which 
we know little. 

When we remember that an “active principle” has been 
isolated from the pituitary of which a portion so minute 
as one part in seven million or more injected into a 
guinea pig will cause the virgin uterus to contract, may 
we be excused if we think that there may be some hor- 
mone or other unknown and unnamed substance, in a 
“nutrient enema” that will enter the circulation and cause 
a favorable reaction in the patient? 

I am not claiming that we can adequately nourish a 
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patient, per rectum, but I feel certain that I have seen 
patients improve after its use, tided over a crisis, as it 
were. 

This may be simply a coincidence, but I have enough 
faith in its use, in practice, to continue to give it the 
benefit of the doubt, which does zot exist in my mind. 


Georce Gites Hawkins, M.D. (Madera, California) 
—The problem of adequately feeding a patient per rec- 
tum has never been solved nor any standardized food 
proposed. To the recent graduate, the various formulae 
offered so freely by our text books, the numerous pre- 
digested foods so profusely advertised, give encourage- 
ment and hope but eventually lead to disappointment. 

True,. in the past on various occasions we have seen 
transient, apparently beneficial results from rectal alimen- 
tation with such familiar stimulants and food as black 
coffee, whiskey, peptonized milk, variously prepared 
egg-nogs, peptones, etc., but the colon soon rebels against 
such procedures and our patient slowly weakens until 
something more radical becomes imperative. In certain 
selected cases rectal alimentation is worthy of at least 
a trial, bearing in mind that to be at all effective it must 
be properly and intelligently administered. 

That a “nutrient enema” has no place in the practice 
of medicine one should not be so bold as to assert, but 
its adoption should supplement, rather than precede, such 
measures as normal salt by hypodermoclysis or glucose 
intravenously. That food absorption actually takes place 
in the colon is not to be disputed, but to what degree is 
a mooted question. That opium acts as a sedative, ether 
as an anesthetic, whiskey as a stimulant, when given 
rectally, is well known. To introduce and assimilate suf- 
ficient calories of a well balanced ration is impossible. 

Hoping that food introduced in sufficient quantity to 
thoroughly fill the colon might, perchance, through anti- 
peristalsis and a patency of the ileocecal valve, find a 
greater absorptive field in the ileum is not to be de- 
pended upon. The normal function of the ileocecal valve 
prevents this very thing. Many good authorities, how- 
ever, recommend a small amount of sodium chloride in 
rectal feedings because of its osmotic power and because 
of its anti-peristaltic action, helping to keep the nutrient 
well up in the higher portion of the colon and hoping, 
almost against hope, that some portion of the feeding 
will leak through the valve. Not believing in this possi- 
bility, the more rational method of feeding would be 
smaller quantities of eight ounces at eight-hour intervals. 

With the oral, nasal and gastric route blocked, our 
temporary detour is often, and of a necessity, via the rec- 
tum. The psychic effect not only upon the starving pa- 
tient, but upon the anxious relatives as well, gives to the 
family physician also a sense of satisfaction and relief 
in that he has attempted to do what he could, awaiting 
the opportune time to render greater assistance if pos- 
sible. 


The annual report of the California Industrial Com- 
mission emphasizes the magnitude of the state-managed 
insurance company. According to the report, “The Fund 
now does a premium business of nearly $6,000,000 per 
year and returns an average 30 per cent yearly dividend 
to its policyholders. On June 30, 1925, the Fund’s re- 
serves amounted to $4,347,434.79 and its catastrophe 
surplus totaled $2,156,988.78. 

“The report also contains a diagram showing the 
comparative industrial fatalities over the ten-year period, 
1914-1924. It is interesting to note that the number of 
fatalities per 100,000 population has decreased from 25 
in 1914 to 16.4 in 1924.” 

The most interesting opinion expressed is, that farm 
labor is becoming more hazardous with the introduction 
of modern machinery. There were 32 fatal accidents, 
40 permanent disabilities and 5115 other injuries during 
the year. In view of these facts the Commission believe 
that the compensation laws should be amended to include 
farm labor. 


It is great fun to be an idealist and keep a-rendezvous 
with death at some disputed barricade, or, in Mr. Pick- 
wick’s less thrilling phrase, to shout with the crowd, and 
if there are two crowds, shout with the largest—Gerald 
W. Johnson, Century. 
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REMOVAL OF OPEN SAFETY-PIN, SIX WEEKS 
IN INFANT’S HYPOPHARYNX 


By J. A. BacHEr,* M.D., San Francisco 
(From Ear, Nose, and Throat Department of the 
Stanford Medical School) 


"THE following report proves that an open safety- 
pin, 3 cm. long, with an open spread of 2 cm., 
can lie in the hypopharynx of an infant for six 
weeks, and that a general anesthetic can be adminis- 
tered and adenoidectomy performed without notic- 
ing or dislodging this foreign body: 


Baby D., age 6 months, first seen April 7, 1923. Com- 
plaint: Fever and tender left cervical swelling of twenty- 
four hours’ duration. History: Difficulty in nursing for 
several weeks. Gained weight until March 24, when the 
weight was 16% pounds. No food taken from March 24 
until March 29. Adenoidectomy under general anesthesia 
by an ear, nose, and throat specialist on March 29, “to 
remove the probable cause of the difficulty in nursing.” 

Present Illness—Fever and cervical swelling for twenty- 
four hours. Pediatrician wishes ear, nose, and throat 
excluded as cause of fever. 

Physical Examination—Weight 1514 pounds. Tempera- 
ture 101.2, rectally, at 3 in the afternoon. Small, tender 
left cervical swelling. Nose normal. Nasopharynx nega- 
tive to finger palpation. Both membranae tympani nor- 
mal. Throat normal. Extreme depression and forward 
traction of tongue brought the loop of a safety-pin into 
view. Removed with forceps on loop and finger on point. 

Subsequent History—Since removal of the safety-pin 
the mother recalls that a safety-pin was missed Febru- 
ary 26, six weeks previous to operation. That evening 
the child had a choking spell, and whooping cough was 
suspected. Next day, expectorated material looked like 
varnish. Mother remembers that the baby stopped cooing 
about that time. 

Convalescence—Temperature, while in hospital, showed 
moderate elevation for a few days and then returned to 
normal. The baby again nurses well, coos, and tries to 
talk. 


Lane Hospital. 


*John A. Bacher (Stanford University Hospital, San 
Francisco), M. D. Harvard, 1911; A. B. Stanford Univer- 
sity. Practice limited to diseases of the ear, nose and 
throat. Hospital connections: Ear, Nose and Throat 
Clinic, Stanford Medical School. Appointments: Associate 
Professor Surgery (Otology, Rhinology and Laryngology), 
Stanford University Medical School. Publications: Ear, 
Nose and Throat Contribution (Progressive Medicine, 
1925 and 1926). 


THE USE OF CANVAS BELTS IN THE 
TREATMENT OF FRACTURES OF 


THE RIBS AND CLAVICLE 


By Harry M. Wecerortu,t M.D., Ano 
ARTHUR WEGEFORTH, M.D., San Diego 


The treatment usually recommended for fractured ribs 
is immobilization by strapping with adhesive plaster, ex- 
tending about three-fourths around the chest, applied 
either from below upward or from above downward at 
the end of a forced expiration, each strap overlapping 
the preceding one. 

The objections to the use of adhesive plaster are: 

1. Often a severe dermatitis forms in a short time after 


tHarry M. Wegeforth (400 Granger Building, San Diego), 
M. D. University of Maryland, 1906. Practice limited to 
general. surgery. Hospital connections: Mercy Hospital, 
San Diego. Appointments: Examiner for several insur- 
ance companies and S. D. & A. Railroad. Publications: 
Relation of Bovine Tuberculosis to Man, Use of Anti- 
venom in Treatment of Snakebite, Automatic Clip Instru- 
ment for Use in Obstetrics. Universal Surgical Motor 
(Sterilizer). He exhibited specimens National Congress 
Tuberculosis, 1908, Washington, D. C. 
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straps are applied, even when strips of gauze are first 
laid along the straps. 

2. After straps are applied, there may be increased 
swelling, causing more pain- and discomfort, and when 
the swelling decreases the plaster often wrinkles and be- 
comes worthless as a support and it is impossible to 
remedy the defect without reapplying the plaster. 

3. In cases of compound fracture it is often difficult to 
redress the wound without removal of the plaster. 

4. In a serious case reapplication of plaster may be- 
come a problem, as removal of old plaster would be very 
painful and perhaps in some cases impossible on account 
of the condition of the patient. Even with great care, 
abrasions of the skin may result and act as avenues of 
infection. 

5. In the event of the necessity of additional radio- 
graphs, which may be required from time to time, it 
would be necessary to remove the plaster, which would 
be very annoying to the patient and, in addition, may 
disturb the position of the fragments. 

6. Another objection is the impossibility of keeping the 
skin clean, with the result that the integument becomes 
macerated and a dermatitis results. This condition is 
very offensive to the patient, especially in warm weather, 
and is insanitary. It is also unsatisfactory to the surgeon 
who takes pride in his work, as the plaster becomes 
quickly soiled and unsightly. 

7. Patients often complain of pain and irritation upon 
sudden movement of the affected side, due to pulling of 
the plaster. 

8. Plaster often becomes quite expensive when a large 
amount—sufficient to strap the chest several times—is 
used. This may become quite a factor, especially in 
charity work. 

9. In applying plaster on female patients it is often 
difficult to apply straps satisfactorily over the breasts. 

10. In cases where the ends of the bone are driven 
inward, strapping can rarely be done, as there is con- 
siderable danger of irritating or compressing the lung. 
Under these conditions, tight constriction of the chest 
should be avoided. Tight applications are generally con- 
tra-indicated also when the lower ribs are broken. 


Emphysema may also follow fracture. In cases of 
pneumothorax it may be necessary to draw off the air 
through an aspirating needle or cannula, which could not 
be readily accomplished if plaster was applied to the 
chest, without removal of the plaster. In cases of haemo- 
thorax, pleurisy, pulmonary congestion or pneumonia, it 
may be desirable to auscultate the chest from time to time 
for diagnostic purposes and prognosis. 

In view of the foregoing objections, we endeavored to 
discover some substitute that would afford complete sup- 
port to the fractured ribs and would be comfortable to 
the patient. After considerable experimenting we found 
that the canvas belt, as shown in Figure No. 1, fulfilled 
these requirements very well. 

This belt can be readily made by any dealer in surgi- 
cal and orthopedic appliances. It can be made of any 
weight or width desired. The belt is held in place by 
four straps passed through buckles attached to the oppo- 
site edge of the belt. The number of straps may be in- 
creased or diminished, as the circumstances require. In 
order to prevent the belt from slipping down, straps are 
attached to the upper part of belt in the back and are 
crossed and carried over the shoulders and through 
buckles attached to front of belt. By means of these 
straps the belt can be raised or lowered as desired. 

Its use may be extended to include treatment of myal- 
gia, pleurodynia, lumbago, or any other condition requir- 
ing rest. 

This principle may also be used in cases of sprain of 
the sacro-iliac joint, the straps being fastened at the lower 
part of the belt and extending over the perineum. 

In discussing the uses of the canvas belt in the treat- 
ment of the fracture of the ribs, we wish also to call 
attention to the application of this principle in the frac- 
ture of the clavicle. 

Among various methods of treatment suggested by sur- 
gical authorities are: 

Sayre’s dressing of z. o. plaster, Mayor’s scarf or sling, 
posture, plaster of paris, in the abductor method, modi- 
fied Sayre’s, Velpeau, modified Velpeau, recumbent method 
on a Bradford frame, Moore’s figure-eight and clavicle cross. 

The same objections to the use of adhesive plaster in 
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Fig. 1. Use of the canvas belt 
in the treatment of fracture of 
the ribs. 


Fig. 2. 


the treatment of fracture of the ribs applies also in the 
case of the clavicle. With the posture method, very few 
patients are willing to submit to treatment in bed for the 
required length of time, as it becomes very irksome, due 
to the long restraint necessary. 

The Velpeau and the modified Velpeau methods of 
treatment are also often unsatisfactory, as it is frequently 
necessary to reapply the bandages from time to time, 
due to the stretching of the bandages, and it is often diffi- 
cult to keep the turns in place. 

Objections are often raised in regard to the figure of 
eight and clavicular cross, on account of the discomfort 
while the patient is in the prone position. 

This belt is similar to that described for fracture of 
the ribs, with the addition of a pocket and a flap to sup- 
port the elbow and forearm. 

This appliance is not only useful in the treatment of 
fracture of the clavicle, but also in fractures of the arm, 
elbow, and shoulder, in addition to other means of immo- 
bilization or any other case requiring support. 

In case of fracture of clavicle, with a tendency to dis- 
placement, an additional strap is added to top of belt, 
the end of which is passed through a buckle on front of 
belt over a pad placed over the fragments. The degree 
of pressure can be regulated by tightening or loosening 
strap as desired. 

After considerable experience with the use of these 
belts, we believe that they have many advantages over 
many of the present methods of immobilization in the 
treatment of the above injuries. An additional advantage 
is that they are inexpensive, easily applied, offer a firm 
support, and can be laundered and repaired as often as 
desired. 


400 Granger Building. 


SPONTANEOUS STRANGULATION OF 
_ THE SPERMATIC CORD 
REPORT OF A CASE 
By Wi.iaM S. Kiskappen,* M.D., El Centro 


Spontaneous mechanical strangulation of the spermatic 
cord, a comparatively rare condition stimulating both 
strangulated inguinal hernia and acute epididymitis, has 
recently been fully described by Thorek in a review of 
the literature and a report of two cases. 

Because of one or two unusual features I wish to 
report the following case: 

C. F. H., male, married, age 31—plasterer. In bed in 
apparently severe pain. He related that while still in bed 
he had felt a sudden pain in his right testicle with 
swelling and radiation of the pain to his abdomen along 
the course of the cord, and terminating over the external 
ring. He has had no nausea, or vomiting and his bowels 
had moved that morning. 


*William S. Kiskadden (Dunaway Building, El Centro), 
M. D. University of California, 1922. 


Use in treatment of 
fracture of the clavicle. 
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Fig. 3. Use in treatment of 
fracture of the clavicle with 
additional strap. 


At twelve he had mumps, which had descended into his 
left testicle. He stated that his right testicle had fre- 
quently become slightly swollen, but had never pained him 
and the swelling usually disappeared in a day or so. 


Physical examination showed his left testicle atrophied, 
his right probably once again its usual size, drawn up 
slightly in the scrotum. There was no redness. The 
testicle, cord and abdomen were exquisitely tender. 


Because of his lack of fever, only moderate swelling 
without fluctuation, or redness of the scrotum, normal 
blood count, and open bowels he was placed upon treat- 
ment consisting of alternating cold and hot applications, 
pelvic elevation and codein. This treatment was con- 
tinued four days and then, because of no change in the 
condition, operation was insisted upon. 


Under ether an incision 10 cm, long was made in the 
right side of the thickened scrotal wall. A small amount 
of black blood escaped. The epididymis was greatly 
enlarged, black and apparently hopelessly gangrenous. 
The testicle was enlarged to perhaps one-half again its 
normal size and was dull gray in color. The cord was 
thickened with definite hard areas just above the testicular 
attachment, which proved to be the site of the kinking. 
The contents were delivered free of the scrotum and 
unkinked of three complete turns from right to left. 
Under hot applications the black color of the epididymis 
was relieved and shortly the cord, epididymis and testicle 
bled freely on puncture. Because of his atrophic left 
testicle it was felt that it would be wiser to try to save 
the right and the mesorchium was fastened to the scrotum 
so a recurrence of the twisting would not be possible. 
Closure with drainage was made. 

Three weeks later it was apparent that in spite of 
elevation and continuous hot packs the right testicle could 
not be saved and it, with the epididymis, was removed 
through high ligation of the cord. Recovery from this 
operation was uneventful. : 

Two and one-half months have passed following onset 
of trouble and patient has not yet been able to demon- 
strate any function in the atrophic testicle. His weight 
has increased ten pounds over normal. 

Conclusion—A case of spontaneous strangulation of the 
spermatic cord is added to the literature. 

Differentiation from strangulated hernia and epididy- 
mitis may not always be easy, although early operation 
may safely be insisted on in all three conditions. 

The cardinal diagnostic points of Thorek are worthy 
of repetition, namely, sudden onset, extreme tenderness, 
swelling with no fluctuation, radiation of pain along the 
cord, normal temperature, and leucocytosis. 

Blood vessel strangulation of the cord after seventy- 
two hours may be partially revived but is exceedingly 
difficult to maintain. This is in agreement with Thorek. 

An atrophic testicle secondary to mumps apparently has 
resulted in complete loss of function. 


Dunaway Building. 
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EDITORIALS 


THE ART AND PRACTICE OF MEDICAL 
WRITING 


The little book of some 150 pages by George H. 
Simmons, the dean of medical editors, and Morris 
Fishbein, editor, Journal of the American Medical 
Association, recently issued from the American 
Medical Association press under the above title, 
stands pre-eminent among the many useful books 
of its class. This book, which is a revised and en- 
larged edition of the well-known “style book” of 
the Journal of the American Medical Association 
and more, is destined to have a far-reaching bene- 
ficial influence upon medical writing. 


Even the most experienced medical editors and 
authors will find “The Art and Practice of Medical 
Writing” decidedly helpful; less experienced writ- 
ers and beginners will find it an essential guide in 
the development of a most difficult specialty—medi- 
cal writing. 

There are three classes of medical periodicals: 
Those which in effect are records of transactions of 
medical bodies: they are about as interesting and 
useful as a census report. Another class is devoted 
to promoting interests, financial, group or personal, 
without due regard for scientific progress: they, 
properly speaking, are not legitimate medical liter- 
ature, but propaganda. They are what are widely 
known as “house organs.”” The third and important 
group of medical periodicals is that which promotes 
primarily the cause of medical science. Magazines 
of this group reflect the standing and intelligence of 
the best medical thought of their communities and 
particularly of their editors and contributors. Period- 
icals of this class are growing in usefulness and influ- 
ence and their onward progress will be materially 
aided by following the sound principles laid down 
in “The Art and Practice of Medical Writing.” 
Most good medical magazines are owned and pub- 
lished by medical organizations, among which are 
found influences supporting each of the above men- 
tioned classes of magazines, the dominant medical 
influence of any community being constantly and 
lucidly reflected in the medical magazine they issue. 

Contributions of medical authors who comply 
with the principles laid down by Simmons and Fish- 
bein in their little book are always welcomed by 
editors of good medical periodicals and accepted for 
publication within the limits of available space, and 
of the purposes of the magazine; those whose con- 
tributions are declined may usually find the reasons 
fully explained in “The Art of Medical Writing.” 


= 


BIBLIOGRAPHIES 


The editor of CALIFORNIA AND WESTERN MeEpI- 
CINE receives quite a number of letters commending 
or criticizing our present attitude of not publish- 
ing bibliographies except in special instances. Some 
of the chief reasons why references and bibliogra- 
phies are not printed are emphasized in the following 
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abstract of a letter from one of our Editorial Coun- 
cillors: 


“The bibliography furnished by Doctor 

with his article on , is not worthy of 
publication. It is an insult to the editor of a med- 
ical journal to ask him to use up space (which 
could be utilized for another article) in publishing 
a list of journals and books which the writer did 
not use in preparing his paper. I have investigated 
all of the articles referred to in the bibliography 
and am satisfied that the author consulted none of 
them, as most of his references are incorrect. 


“Detail men take up our time trying to sell us a 
‘research service.’ For $2 an hour they will collect 
pages of references that sound as though they might 
have a bearing on the subject. Many an author 
writes a ten-page article, quoting therein ten or 
twenty authorities, and then appends an eight-page 
‘$2 an hour’ bibliography that does not include a 
single one of the authorities referred to in the paper. 
A carefully prepared bibliography is often as im- 
portant as the article itself. Its preparation requires 
much research and the mere transcribing of the 
titles takes about four times as long as the text. 


“Only two methods of listing references are rec- 
ognized, that of the Cumulative Index and of the 
Index Medicus. Every author who prepares his own 
bibliography follows one or the other system. Hence, 
what is the editor to infer as to the bibliography 
that gives only surnames, no initial and no title; 
or uses different abbreviations in adjacent references 
for the same journal; or refers to a foreign journal 
merely by number when that year may not be on 
file in the Surgeon General’s library; or refers to a 
foreign volume that contains 760 pages as ‘pp 1— 
760’ when his reference is on page 23 in the volume? 
Then why waste space on incorrect references that 
the writer has not read and the editor knows he has 
copied from a translated abstract? Pages of un- 
essential references with incorrect titles, volumes, 
years or pages do not impress the editor nor will 
they fool any informed reader and the uninformed 
is not interested although he may be impressed. 
This is comparable to the Grant Avenue China- 
man’s ‘window dressing.’ The Oriental naively ex- 
plains that it impresses the ignorant and has no re- 
lationship to what is in the store. 


“Bibliographies made up of references used by an 
author in his paper always should be published, for 
the reader can often find a reference in the bibliog- 
raphy that may open new fields of literature to him. 
Unfortunately, the Cumulative Index and the In- 
dex Medicus list merely titles and too often the 
author’s title gives you no information as to the 
contents of his paper. A list of references prepared 
by a hired assistant or a ‘research institute’ which 
adds nothing to the paper and is generally full of 
mistakes should never be allowed space. No person 
wants to search for incorrect references. The rule 
followed by Sir John Thomson-Walker is an excel- 
lent one—those articles which have good bibliogra- 
phies are listed first, consequently it is not necessary 
to quote individually all the references.” 


There is no more difficult work than that of 
accurately checking and editing a bibliography. 
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Good bibliographies are valuable, at least in original 
research work and in certain classes of reviews. On 
the other hand, there is nothing more harmful than 
an inaccurate or incomplete collection of alleged ref- 
erences bearing upon a subject. The actual check- 
ing up of quoted references from actual papers has 
long since established the fact that fully 50 per cent 
of bibliographic references attached to manuscripts 
are incorrectly applied or incompletely made. 


CALIFORNIA AND WESTERN MepicineE has 
neither the funds nor the personnel to do this tedious 
dificult work for authors. If the majority of the 
members who own the magazine wish bibliographies 
of the right kind, and the California Medical As- 
sociation will so instruct the editor and provide 
funds for a competent librarian to do the work, we 
will be very glad to add that service to the maga- 
zine. 


This matter will be one of the points mentioned 
in the editor’s report to the California Medical 
Association at its 1926 session. Those who wish 
changes made in the policies that are now being 
carried out under council rulings should make their 
wishes known by letters to the secretary of the 
California Medical Association or by instructing 
their delegates to the 1926 convention to act as 
they wish them to act in this particular question. 


WHO NEXT? 


Minnesota wins and California loses in the 
transfer of Walter C. Alvarez from the Univer- 
sity of California Medical School and Hooper 
Foundation to the Mayo organization. 

Alvarez undoubtedly will be happier and more 
usefully productive in the stimulating atmosphere 
and more comfortable surroundings that charac- 
terize Mayo’s or any other intelligently conducted 
medical center. But what about California’s loss? 
Will the University promptly fill this important 
vacancy, or will they save money by leaving it va- 
cant as they have other important positions in the 
San Francisco departments of the medical faculty? 


George Whipple, an outstanding pathologist and 
medical teacher of world-wide reputation, was al- 
lowed to leave the deanship of our State univer- 
sity some years ago because of stupid parsimony 
and insecurity of tenure called “economy.” The 
position has remained vacant since that time. Why 
Doctor L. S. Schmitt has been Acting Dean dur- 
ing these weary years is difficult to understand 
unless, as is now humorously stated, “Acting” 
has become a new pedagogic title in our State 
medical educational system. If Schmitt is worthy, 
he ought to be appointed Dean, and given the sal- 
ary of the position; if he is not deserving, some one 
qualified should be called to this important posi- 
tion, given a decent salary, some security of tenure, 
and enough authority to perform some overdue sur- 
gery necessary to save a seriously ill but neverthe- 
less much worthwhile patient. 


Not only medical alumni of the University of 
California, but decent doctors, and many other 
loyal citizens everywhere, are becoming seriously 
disturbed over the lackadaisical management of 
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the San Francisco departments of this one time great 
medical school. This school is costing the people 
of California some millions of dollars annually. 
They ought to spend much more upon it and no 
doubt will do so when they see evidences of better 
use of what they are now supplying. The faculty 
still has the services of many splendid physicians 
and medical teachers who are doing all they can 
under conditions made difficult for somewhat ob- 
scure reasons. But that spirit of progress and team 
work which is the greatest asset any medical in- 
stitution can have is not strikingly evident at the 
University of California Medical School. Under 
capable leadership, sound financing and the intelli- 
gent delegation of necessary authority, it can be, 
ought to be, and must be restored. 


INTRAVENOUS USE OF DYES 


Reports in the literature have indicated for some 
time the uncertain status of the dyes used intra- 
venously in the treatment of certain infectious dis- 
eases. The recent discussion by Churchman (page 
243), leaves the impression that the entire subject 
of intravenous dye therapy is handicapped by serious 
limitations and uncertainties. The factor of spon- 
taneous recovery is rightly emphasized and should 
be taken more seriously into account with all 
therapeutic agents than it generally is. An important 
difficulty is the uncertain nature of septicemias 
themselves. No two seem to be alike. In this state 
of affairs it is obviously difficult to secure adequate 
controls for proper evaluation of the dye treatment. 


What appears to be a successful cure in one case may 
be entirely accidental as far as participation of the 
dye is concerned, and the result in another case is 


not predictable. In fact, the literature contains 
several reports of negative and even detrimental 
results. 

A limitation to the dyes appears to be an alleged 
inability to attack hidden foci of infection. There is 
no reason to believe that such hypothetical foci are 
less permeable than the tissues in general, whose 
permeability to the dyes is claimed to be good. The 
lack of curative efficiency may or may not rest on 
this alleged difficulty. Other possibilities remain. 
For one thing, the dyes may, and probably do, pro- 
duce effects other than those on micro-organisms. 
It is known that many agents may produce bene- 
ficial effects in clinical infections independently of 
antiseptic efficiency, or of their etiology. This seems 
to be true of the agents used in non-specific therapy, 
many of which are injected intravenously. For 
instance, typhoid vaccine is reported to be beneficial 
in rheumatic fever; and peptone, milk, plasma, 
foreign colloids, certain irritants, etc., are claimed to 
benefit both acute and chronic infectious diseases 
irrespective of the etiology. 

The physical and chemical changes ‘in the blood 
and tissues produced by agents used intravenously 
are important. The changes range from the just 
demonstrable to marked and probably explain the 
reactions, and even deaths that sometimes occur. 
The dyes that are advocated intravenously (gentian 
violet, mercurochrome, etc.), have not been inves- 
tigated sufficiently from this standpoint, but if one 
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may judge from the reports of serious reactions and 
deaths, taken together with the marked changes at 
autopsy, these dyes probably cause important physical 
and chemical changes. Further study of their be- 
havior in the body is desirable, and may lead to a 
better understanding of their therapeutic limitations. 
Besides this; much more experimental work needs to 
be done on their antiseptic efficiency, for such work 
always has been, and probably always will be, a 
valuable guide to clinical trials, the objections of 
Churchman to the contrary notwithstanding. 

The value of experimental studies is reiterated in 
the recent work of Walker and Sweeney at the 
Hooper ‘Foundation of the University of California 
Medical School, San Francisco. They state that the 
method of treating infected animals is not without 
analogy to the treatment of human bacteriemias by 
intravenous injection of chemotherapeuticals, and in 
any event, these experimental methods do give results 
that are strictly comparable with one another, and 
considerable experience indicates that they are the 
best evailable methods for measuring the relative 
chemotherapeutic action of different substances 
against the several bacterial infections. Using in- 
fected mice and different methods of administering 
different organisms and dyes under controlled 
conditions, Walker and Sweeney found that the 
therapeutic action is not equal for the several dyes 
against all types of bacterial infections. Each dye 
appeared to be more or less specific in its chemo- 
therapeutic action. Gentian violet was effective only 
in staphylococcic infections, while mercurochrome 
subcutaneously was more effective in streptococcic 
than staphylococcic infections. Acriflavine was in- 
effective in the circulation. In fact, the therapeutic 
action of all these dyes was greatly reduced, if not 
wholly destroyed, when they were not brought into 
immediate contact with the infecting bacteria. 

More work of the type of Walker and Sweeney’s 
is needed. After sufficient experimental trial, exten- 
sive and properly controlled clinical trials should be 
made before the dyes can be used intravenously 
with safety and a reasonable degree of therapeutic 
success. Meantime, bearing in mind that clinical 
reports to date are contradictory, the results are 
uncertain and the dyes may do more harm than 
good, it would seem wiser to abandon their use 
intravenously in human subjects. Certainly the 
evidence at present is insufficient to warrant their 
extended and general use. 

Churchman: J. Am. Med. Assoc., 1925, 85:1849, “Intra- 
venous Use of Dyes.” 

Walker and Sweeney: J. Pharm, Exp. Therap., 1926, 
26:461, “Chemotherapy of Bacterial Infections. I. Action 


of Acriflavine, Gentian Violet and Mercurochrome in 
Experimental Bacterial Infections.” 


CHARITY AS BIG BUSINESS 


A visionary scheme was rediscovered and launched 
some years ago to convert the service of giving, 
consecrated by Jesus Christ and ordained an out- 
standing requirement of his followers, into a busi- 
ness to be operated upon a business basis to such an 
extent that, as one of the leaders in the scheme pre- 
dicted, the people who ruled this new business ven- 
ture were to become the “unofficial government.” 
The thing went off with such speed that mature 
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judgment was rolled flat before it could be ex- 
pressed. The inevitable reaction is well under way 
and the time is not far. distant when schemes to 
make charity not only business but Big Business, 
instead of the spiritual Christian attainment that 
Christ commanded his followers to practice in such 
secrecy that the left hand was not to know what the 
right hand doeth, will disappear. When these well 
paid promoters started out to substitute an “unofh- 
cial government” operated as a business for charity 
as it exists in the hearts of man, they lost sight of the 
fact that money and government and business effi- 
ciency are the least important elements of charity. 

Communities do not need “unofficial govern- 
ments.” ‘Things that are important enough and big 
enough to require government interest should be 
handled by official government. If official govern- 
ment fails to do its duty, the problem will be solved 
by making such government better, not by creating 
an “unofficial government” which is calculated to 
grow—as it has grown in places—into multiple un- 
official governments. Charities that are not large 
enough to require government interest supply ample 
opportunities for the outpourings of the personal 
and group spirit of charity as Christ ordained it to 
be. We are on our way back to this sound road. 
The recent commendable action of the San Fran- 
cisco Chamber of Commerce in creating a Council 
on Charity Funds, to function somewhat along the 
lines of their former Charities Endorsement Com- 
mittee, is a step in the right direction. 

No “unofficial government” has ever been able 
to enthuse those who serve or those who are to be 
served by substituting autocratic regulations of se- 
lected representatives for charity as it exists in the 
hearts of Christian people. 


1926 DUES 


All subscriptions to CALIFORNIA AND WESTERN 
MepicineE, included in membership dues in the 
California Medical Association, expire annually 
with the January issue. 


Under the postal laws, CALIFORNIA AND WESsT- 
ERN MEDICINE is required to drop from its mailing 
list unpaid subscriptions. Those members whose 
dues are not received from the secretaries of their 
county societies before March 1 will not receive 
CALIFORNIA AND WESTERN MeEpICcINE after that 
date until their membership is again in good stand- 
ing. Those who desire to keep the files of their 
magazine complete should avoid this contingency, 
because CALIFORNIA AND WESTERN MEDICINE 
has a very limited number of surplus copies with 
which to supply calls for back numbers. 


Report on Antistreptococcus Serum—Of twenty-five 
leading surgeons, gynecologists and obstetricians who 
were questioned by Emil Novak, Baltimore (Journal 
A. M. A.), as to their opinion of antistreptococcus serum, 
sixteen considered it of no value, one said he knew noth- 
ing about it, and eight expressed the opinion that, while 
usually unsatisfactory, it might for certain indications be 
of real value. The chief of these was for a supposed 
protective or prophylactic action, while occasional good 
results are mentioned where the proper strain of strepto- 
coccus happens to be selected. Not a single one of the 
twenty-five questioned evinced any degree of enthusiasm 
for the serum. 


. February, 1926 
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- The MONTH with the EDITOR - 


Notes, reflections, comment upon medical and health news in both the scien- 
tific and public press, briefs of sorts from here, there and everywhere. 


Headlines in many newspapers announce that over 
$135,000,000 in charity service is given annually by the 
doctors of the United States. 

In addition to this, doctors are criticized who fail to 
contribute liberally in funds used by, uplifters to promote 
their pet projects. 

For shame! 


There’s plenty of time—Personally we do all our diet- 
ing tomorrow—we’re always too hungry today for any 
such nonsense. 


“I doubt if it be possible,” wrote Thomas R. Mar- 
shall about doctors, “for the pen of man really to em- 
balm in words the trials and incidents of such a life. 
Indeed, it would be almost a useless task to undertake 
the writing of it, for it is not worth while for one to 
read that which he cannot visualize with some of his 
own personal eyesight And yet, I think, if service 
is to be the true mark of greatness in a people, all these 
other wonders of a wondrous age and state must pale into 
insignificance beside the service and sacrifice of the coun- 
try doctor.” 


If our speed maniacs must have human fodder for 
their depraved appetites why not people our “safety 
zones” (?) with some of the 2,000,000 lepers who are 
scattered over the earth? 

Or do these murderers insist upon the blood of women 
and children as hors d’oeuvre? 


According to the Public Press: 


—Morris Fishbein devotes the fourth of his series of 
well-told stories about the progress of medical science, 
appearing regularly in the Scientific American, to serums, 
vaccines, surgery and the outlook for prolonging life 
through hygiene. 

Fishbein has the knack of making interesting reading of 
the story of medical progress without making farce com- 
edy of life’s most serious problem; without making cari- 
catures out of physicians and without making the pro- 
noun “I” too obvious. 

Too much of our alleged “health education” reads like 
the advertisement of a new cure by the I of medical 
fakery. 


—Doctor Joseph Collins (Dearborn Independent, Janu- 
ary 2, 1926), uses his exceedingly effective literary rapier 
on Sigmund Freud and his methods in the first of a series 
of three articles dealing with that cult. 

The majority of physicians will find something useful 
to them in their work in these scholarly discussions by 
one who entertains while he edifies. 


—‘“Just what can medicine accomplish biologically in 
relation to disease?” asks Raymond Pearl (American 
Mercury). “The only thing it can really do,” continues 
the author, “is to aid the organism in its adaptive regu- 
latory efforts. But it can do this in several important 
ways which it is worth while to list and briefly charac- 
terize. 


“1, It may greatly reduce (theoretically even to 
zero) deleterious agents which by their invasion of the 
organism upset its normal balance. Here lies the chief 
field of preventive medicine and sanitation, and here are 
to be mentioned such great triumphs as the imminent 
disappearance of yellow fever from the face of the earth, 
of malaria from civilized urban communities, etc. 


“2. It can aid the organism directly in its regulatory 
efforts, by increasing the power of the specific adaptive 
mechanism against disease, as by injecting diphtheria 


anti-toxin or anti-typhoid vaccine, or by the exhibition of 
such drugs as quinine in malaria, mercury or arsenic in 


syphilis, etc. In ways such as these the physician directly 
and literally saves lives. 


“3. It can help indirectly to increase the adaptive 
powers of the organism by so guiding and directing the 
course of affairs as to bring to an optimum the«internal 
and external conditions of life. Rest and forced feeding 
are of enormous aid to the body in its struggle with the 
tubercle bacillus. Neither the rest nor the food kills any 
germs, but they put the body in such condition that its 
own resources are developed to a maximum. In this field 
belong many of the great advances of therapy. 


“4. It can alter the structure of the body by the re- 
moval or repair of worn out or damaged parts, thus 
clearing away often insuperable physical barriers to the 
successful adaptive regulation by the organism of its 
difficulties. The accomplishments of the modern surgeon 
furnish aid of a high order to the organism in distress. 
His activities, like those of the physician, listed in the 
second category above, sometimes literally and imme- 
diately save lives. * * * 


“There is a fifth thing, and practically a very impor- 
tant one, that the wise physician does for his patients. 
He cheers them up, allays the fears grounded in folk- 
ways that go back to tree-dwelling days, and by improv- 
ing their morale again clears the way for the vis medi- 
catrix naturae to do its work.” 


—“A California farmer recently told his local school 
board: ‘You haul my Jim to school in a heated bus and 
then you hire a physical education teacher to take him 
out and exercise him.’ 

“‘We have met with no better description of the pater- 
nalistic nonsense that wastes the taxpayers’ money and 
ruins the taxpayers’ children,” says the San Francisco 


Bulletin in commenting upon this epigrammatic blow to 
paternalism. : 


—Sciosophy received another severe blow when a Su- 
perior Judge ruled that the California Chiropractic 
Board, created by an initiative law, lacked authority to 
pass upon the qualifications of chiropractic schools. 

It seems that sciosophists are more successful in fool- 
ing sick people than they are in drafting laws. 


—Professor Irving Fisher, “a Yale man and one of the 
founders of the Life Extension Institute,” seems to be 
considerably exercised over the editorial published in the 
Journal of the American Medical Association about the 
article by W. E. Musgrave on “Social Movements for 
Prolonging Life.” Fisher closes a letter to “Time” (Janu- 
ary 4, 1926), with this: 

“There is nothing which I have helped start in which 
I take greater pride than the Life Extension Institute, 
and I would gladly spend several thousand dollars out of 
my own pocket if thereby I could put in jail the man 
who is back of these misrepresentations.” 

Any member of the Institute’s board of hygiene could 
tell Professor Fisher that such anger is calculated to raise 
blood pressure; his publicity directors could tell him that 
it is not good salesmanship and, most important of all, 
anger is not conductive to life extension. 


—One tooth brush to each three persons (35 million) 
was sold in the United States last year. Allowing for 
the reasonable allotment of three brushes a year, it would 
seem that at most some 10 per cent of our people use 
tooth brushes. 

Aside from the question of the health virtues of the 
tooth brush, the fact that all the active propaganda al- 
most every agency of society could put forth induced only 
10 per cent of the population to practice a cheap, simple 
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habit of cleanliness, makes one wonder about the ef- 
fectiveness of much of the health education just now so 
popular. 


—“Sometimes money speaks very precisely where 
words only speak vaguely,” says an editorial (Scientific 
American) in reviewing an amusing incident chronicled 
by the Journal of the American Medical Association. 
“It seems,” continues the editor, “that one of the insur- 
ance companies makes a special feature of insuring doc- 
tors—and other healers that are not regular doctors— 
against damage suits for malpractice. Thus it costs an 
M. D. $12.50 a year to insure himself against such suits 
to the extent of $5000. But it ¢osts the practitioner who 
uses the E. R. A. (Electric Reactions of Abrams) methods 
$50 to get the same protection. 

“Now the insurance company is no stickler for senti- 
ment and its rates are based on definite, past experience 
—nothing else; and certainly not on guesswork. In other 
words, they know pretty closely how great their ‘risks’ 
are. Twelve dollars and fifty cents against $50 is four 
to one. 

“Money does talk very plainly, sometimes!” 





“The Doctor Looks at Biography”: What a delight- 
fully entertaining and informative book Doctor Joseph 
Collins has written under the above title. It is a logical 
sequence to his “The Doctor Looks at Literature,” and 
promising of other good things from his pen already be- 
ing forecasted by his magazine articles. 

The talent is given to few physicians to successfully 
interpret to all who read, the applied truths of medical 
philosophy and facts as they should be understood by all 
people. Doctors like Collins, Raymond Pearl, Morris 
Fishbein and others are doing much toward maintaining 
the high standards set for medical literature by Oliver 
Wendell Holmes, Weir Mitchell and Sir William Osler. 





Let’s all go to Dallas. Why not get up a special train, 
leaving San Francisco and picking up some extra coaches 
as it passes through Los Angeles, and go to the A. M. A. 
meeting, April 19-23, 1926, several hundred strong? 


“There are just two kinds of people in the world— 
those that advance and those that hamper progress, the 
doers and the ditchers. Whatever the doers, in their en- 
thusiasm, conceive and suggest, the ditchers are bound 
to oppose and to wreck, if they can. The majority of us 
are simply neuters in this war of progress; our indiffer- 
ence is the battleground for the doers and the ditchers.” 
—Editorial, Medical Standard. 





Several correspondents ask if we cannot do something 
about the cheap cocktails disguised as patent medicines 
that are sold over the drug counters and advertised ex- 
tensively in some newspapers. 

One doctor tells of an instance of alcoholic neuritis con- 
tracted by a patient from taking a female weakness cure; 
another points out that newspapers are not allowed to 
advertise good liquor but they do advertise alcoholic 
preparations with a medical name. 

What can we do about it? Nothing. 





California, Nevada and Utah Doctors Publish Else- 
where: 


—Franklin R. Nuzum, Santa Barbara, writes on “Pel- 
lagra Associated with Carcinoma of Ileum,” Journal of 
the American Medical Association, December 12, 1925. 


—Frank Hinman, San Francisco, and Alexander B. 
Hepler, Seattle, “Experimental Hydronephrosis: The 
Effect of Changes in Bleod Pressure and in Blood Flow 
on Its Rate of Development, and the Significance of the 
Venous Collateral System. III. Partial Obstruction of the 
Renal Vein Without and With Ligation of all Collateral 
Veins,” in the Archives of Surgery, December, 1925. 


—Frank E. Blaisdell, Sr., San Francisco, “the Osteo- 
genetic Function of the Periosteum,” in the Archives of 
Surgery, December, 1925. 


—Thomas E. Gibson, San Francisco, and Adolph A. 
Kutzmann, Los Angeles, “Malignant Tumors of the 
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Testicle, a Pathological Study,” in the Annals of Surgery, 
October, 1925. 


—Adolph A. Kutzmann, Los Angeles, “Non-Parasitic 
Chyluria,” in the Annals of Surgery, November, 1925. 


—Harry S. Fist, Los Angeles, “Maternity Clinic of Los 
Angeles Helps Poor Women,” in the Nation’s Health, 
November, 1925. 


—William Happ, Los Angeles, “The Teaching of Nu- 
trition in the Public Schools,” in the American Physical 
Education Review, October, 1925. 


—Douglass W. Montgomery and George D. Culver, 
“Paraffinoma,” Journal of the American Medical Asso- 
ciation, January 9, 1926. 


—Lionel P. Player and Francis H. Redewill, San 
Francisco, “Autonephrectomy: Animal Experimentation, 
with report of an Unusual Case,” in the Journal of the 
American Medical Association, January 2, 1926. 


—Albert H. Rowe, Oakland, Calif., “The Treatment of 
Bronchial Asthma,” in the Journal of the American Med- 
ical Association, June 20, 1925. 


—John William Shuman, Los Angeles, writes on 
“Southern California as a Rendezvous,” in the Medical 
Herald and Physiotherapist, January, 1926. 


Oooo 


The Use of High Carbohydrate Diets in the Treat- 
ment of Diabetes Mellitus—With the use of the high 
carbohydrate diets, W. D. Sansum, N. R. Blatherwick and 
Ruth Bowden, Santa Barbara, California (Journal 
A. M. A.), have found no difficulty in keeping patients 
sugar free and with a normal blood sugar. The patients 
are restored to a more nearly normal state of physical 
and mental activity. They are freed from the slightest 
traces of the acetone type of acidosis. Potatoes, milk and 
fruits have made it possible to eliminate the acid-ash type 
of acidosis which the authors believe has been a cause of 
the high incidence of blood vessel disease. The diets are 
more palatable. The patients lose their craving for for- 
bidden foods, especially for the carbohydrates. A some- 
what lower caloric intake is apparently required for full 
maintenance. These diets are cheaper, because they con- 
tain no special foods and much less of the expensive fats, 
such as cream, butter and olive oil. Theoretically, at 
least, and because of the entire freedom from acidosis, 
such diets should afford the patients the best opportunity 
for partial recovery. Except for the omission of sugar and 
of foods actually sweetened with sugar, these diets are 
essentially normal, containing white bread, potatoes, milk 
and large servings of fruit. With some diets even sucrose 
has been included. Whereas former diets contained in 
addition to adequate protein, as high as from 2 to 2.5 
gm. of fat to each gram of carbohydrate, these new diets 
contain 2 or more grams of carbohydrate to each gram of 
fat. The routine treatment of diabetes with the high 
carbohydrate diets does not differ in any way from the 
usually accepted methods, except that more insulin is 
required. As a routine the total amount of food is divided 
into equal amounts for each of the three meals of the day. 
Two doses of insulin are used, five-eighths of the total 
dose being given from fifteen to thirty minutes before 
breakfast, and three-eighths at the same interval before 
supper, with minor variations as necessary. When the 
insulin dosage is small, one dose may be given daily 
with two large meals following the insulin, and no insulin 
before the smallest meal. The acidosis diet consists of 90 
gm. of oatmeal (dry weight), 300 cc. of skim milk and 
1000 cc. of fruit juice. The oatmeal and skim milk are 
divided into three meals, and the fruit juice is given both 
with and between meals. In general, orange juice seems 
to be the most suitable, and often, especially if there is a 
tendency toward nausea and vomiting, lemon juice or 
grapefruit juice is mixed with the orange juice. Ample 
insulin is given, but no attempt is made to render the 
patient sugar-free on the acidosis diet. The patient is 
desugarized on a low diet. A typical diet as served con- 
sists of carbohydrate, 217; protein, 93; fat, 107; calories, 
2203. The foods used are vegetables (including potatoes), 
eggs, bacon, lean meat, butter, bread, cream, fruit, dry 
cereal and whole milk. 





February, 1926 


Medical Economics and 
Public Health 


“We do not feel that it is the function of the educa- 
tional authorities to practice medicine or dentistry by 
using school medical inspectors or dentists to render the 
services that should be given by practicing physicians and 
dentists,” writes Dr. William A. Howe, chief of the 
Medical Inspection Bureau of New York State Depart- 
ment of Education. “There are, of course, instances 
throughout the state,” continues Doctor Howe, “in which 
first aid attention is given to school children, but in every 
instance we endeavor~-to refer these children, through the 
parents, to either the family physician or dentist for 
treatment. It is rather the function of school authorities 
by means of school medical inspection to find physical and 
dental defects among school children and to notify 
parents of such defects and to advise that the family 
physician or dentist should be consulted as to treatment. 
Our system of school medical inspection is one of detection 
rather than treatment of physical defects. It might even 
be said to be one of production or stimulation of medical 
and dental service rather than one of participation in 
treatment. To be sure we endeavor to teach and train 
children to keep well, but in doing this we look to the 
medical and dental profession to assist us.” 

Thus we see signs of a returning sanity that we may 
expect to see reach the west coast in due course of time. 
Fads, like fancies and epidemics, travel so fast nowadays 
that the former long hiatus between the passing of the old 
and the oncoming of the new is disappearing. 


” 


We are indebted to Dr. Ray Lyman Wilbur for a 
marked copy of the New York Times containing the 
full text of Governor Smith’s recent message to the 
legislature. A large share of this message is devoted to a 
sane and most encouraging discussion of the many 
problems of health. In fact, health might well be said to 
constitute the keynote of this document, unusual among 
its kind. 


Governor Smith expresses a sentiment and a fact that 
most political leaders avoid or muss over when he says: 


“I renew the recommendation of a year ago that careful 
consideration be given to the protection of the people of 
the state from unlicensed and unqualified persons prac- 
ticing medicine. The co-operation of the medical profes- 
sion is an essential factor in the protection of the public 
health, as well as in the care of the sick. A very large 
part of modern public health is urging people to get the 
advice of their physicians before serious and perhaps 
incurable eonditions have developed. Such effort comes to 
naught if unqualified persons are allowed to hold them- 
selves out as physicians. 

“The subject is a difficult one, but the State of New 
York should take the lead in establishing high standards 
of medical practice and providing a practicable plan for 
their enforcement. It is a matter of justice to qualified 
physicians and of protection to the public.” 


“There is a prevalent, but not entirely sound, 
notion,” believes Raymond Pearl (American Mercury), 
“that health and longevity are necessarily highly cor- 
related together. This idea postulates in effect that good 
health, well taken care of, will necessarily ensure great 
longevity. ‘The valetudinarian conducts his life in 
accordance with this philosophy. But curiously enough, 
real, thorough-going, 100 per cent valetudinarians rarely 
attain to great ages.” 


The League of Nations conducts its health section 
largely through what are called “Interchanges.” Annual 
interchanges of selected public health officers from groups 
of countries and several special interchanges have been 
held during the last few years. 

“In all 388 medical officers, representing forty-eight 
different countries, have participated in the interchange 
scheme since its inception. Under the scheme the league 
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takes over and enhances the work formerly carried for- 
ward through convention, congress, institutes and similar 
national and international health workers. 

The next interchange, to which Doctor W. C. Hassler 
of San Francisco is a delegate, will be held in London, 
February 22 to April 3, 1926. 

“The object of this interchange is to demonstrate the 
whole scheme of health administration in the greater 
London and adjacent counties, and to indicate the various 
problems concerning the health of those who live or work 
in London.” 

The program is as complete as the curriculum of a 
medical school and seems to be well balanced, but Hassler 
has promised to tell us all about it when he returns. 


The modern physician is, or ought to be, the end 
product of a perfect civilization, writes Morris Fishbein 
in “Mirror of Medicine,” a beautifully done pamphlet, 
which he sent to his friends as a Christmas greeting. He 
must combine, continues the author, the finesse of a diplo- 
mat, the eloquence of a lawyer, the impartiality of a 
judge, the decision of a general, the frankness of a wit- 
ness and the astuteness of a man on trial for his life, 
with the precision of a mathematician, the imagination 
of an artist, the altruism of a philanthropist, and the 
tenacity of a pawnbroker in money matters. While he 
tries to analyze the idiosyncrasies of the uneducated rich, 
who seem to be peculiarly liable to medical delusions, he 
is kept busy trying to keep the still more uneducated 
legislators from legislating him into the poor-house. He 
must perhaps neglect the illness of some laborer who 
needs constant attention in order to coddle some con- 
valescent melancholic who never was sick. He gets to see 
his wife and children every Sunday morning—whether 
they need it or not. Likely as not when he reaches his 
office he finds it full of people. He calls the first man 
in and is offered a set of the speeches of the world’s 
greatest orators in ten volumes at one dollar down and 
one dollar forever. He calls the first woman in and is 
offered Collier’s, Hearst’s and Everywoman’s for eight 
dollars a year. The next one wants a certificate alleging 
that he has been sick for three months so that he can col- 
lect from the union. Then there is an inspector from the 
Department of Internal Revenue who merely wants to 
look over the records, and finally a collector for a firm 
that “feathers your nest,” trying to locate some bird who 
has escaped with the feathers. Obviously the doctor has 
had a profitable afternoon. Even a druggist hasn’t got 
one-half the responsibility. 


The few newspapers of California who sold space re- 
cently te the promoters of the “Hoxide Cancer Treat- 
ment” should read the report upon this scheme in the 
January 2, 1926, issue of the Journal of the American 
Medical Association, page 55. 


It is to the credit of our newspapers that most of them 
refused this financially profitable advertising. It was not 


so easy to do, either, because of the rather deft approach 
that was used. 


It seems that the licensed physician protectors these 
“cures” must have, for obvious reasons, are also becom- 
ing more difficult to get. The Hoxide crowd of Illinois 
did find a doctor in California, and they seemed to have 
the usual chance to make a clean-up until the American 


Medical Association investigators took all the joy out of 
life. 


One interesting incident in the promotion of this “cure”! 
in California is illuminated by the following letter from 
Doctor Pinkham, Executive of the California Board of 
Medical Examiners: 


San Francisco, Calif., January 2, 1926. 


To the Editor—The Hoxide Cancer Treatment was 
first drawn to our attention the early part of December, 
1925, when we received three or four inquiries, via tele- 
phone, one of which came from the Mercantile Trust 
Company, regarding the standing of Homer I. Keeney, 
M. D., who was reported in Taylorville, Illinois, posing 
as a cancer specialist and engaged in investigation of 





228 


the Hoxide Cancer ‘‘Cure” of which we had never before 
heard. 

We then wrote a letter under date of December 4, 
1925, to Doctor Keeney. 

December 4, 1925. 

“We have recently received three or four inquiries re- 
garding Homer I. Keeney, who was stated to be in Tay- 
lorville posing as a cancer specialist, and we are won- 
dering if you can give us any information.” 

On December 18th, Doctor Homer I. Keeney called at 
the office of the Board, presenting the letter referred to 
and explaining his visit to Taylorville, Illinois, his en- 
thusiasm over the Hoxide Cancer “Cure,” etc. 

A few days later we received a clipping from the 
Taylorville (Ill.) Daily Breeze of Saturday, December 
19, 1925 (the day following Doctor Keeney’s visit above 
referred to), reading in part as follows: 

“According to a telegram received here today, Doctor 
Homer I. Keeney, noted San Francisco surgeon, who in- 
vestigated the Hoxide Cancer Cure here, went before 
Doctor Pinkham, Secretary of the State Medical Board of 
California, and explained what he had found here and 
received the approval of that official ..... 

We thereupon wrote Doctor Keeney, also to the Tay- 
lorville Daily Breeze and to Mr. Edward A. Morphy, 
drawing attention to the above quoted untruth, and ask- 
ing for a copy of any telegram which may have been sent, 
wherein the writer’s name was used as approving the 
Hoxide Cancer “Cure.” 

Shortly thereafter Doctor Homer I. Keeney called, de- 
nying that he had sent any telegram following this inter- 
view, but stating that he had discussed the matter with 
Edward A. Morphy. We suggested to Doctor Keeney 
that we considered the importance of the matter sufficient 
to require his written reply which he promised to send. 

Under date of December 30, 1925, Edward A. Morphy 
wrote us that he was sorry he had not kept a copy of the 
telegram sent to his brother, assuring us that the message 
contained no suggestion that the California State Board 
of Medical Examiners approved the Hoxide Treatment 
for Cancer and that he had sent no “dispatch or letter” 
to the Daily Breeze or any other newspaper in Taylor- 
ville. 

(Signed) Cartes B. PinkuaM, M. D., 
Secretary-Treasurer. 


The following copy of an advertisement of a small 
town merchant in a small town newspaper sounds clearly 
a high note in social ethics: 


“Cheerful and genuine service is not a commodity, and 
therefore, is not for sale in the open market. It is that 
almost intangible something, which can hardly be classi- 
fied or defined, which is freely and willingly given with- 
out the desire or purpose of securing a reward. It is 
given and not bought. 

Though it comes with the commodity it is not a part of 
the purchase; it is not a part of the bargain-or some- 
thing which customers have a right to demand. It is the 
hour for which you cannot pay; it is contributed intelli- 
gence; it is the helping hand; it is good will reversed, 
something going out from one person to the other with- 
out any thought of compensation; it is of the spirit and 
from the spirit; handled properly it builds for the one 
dispensing it the power of attraction which draws people 
like a powerful magnet. May God bless those who ‘render 
such service for they are real servants and benefactors 
of their fellow men.” 


The Tenth Annual Congress on Internal Medicine 
will be held at Detroit and Ann Arbor, week of February 
22-27, 1926. 

The congress is devoted to amphitheater, bedside and 
clinical laboratory demonstrations as well as to symposia 
dealing with modern phases of medicine. Distinguished 
guests from abroad, Canada and clinics of the United 
States will occupy places on the program. Four days 
will be devoted to the work at Detroit, and on one day 
the society will be the guest of the University of Michi- 
gan at the newly opened eleven hundred-bed University 
Hospital. 

All physicians, who are interested in medicine and who 
are members in good standing of their local and national 
societies are cordially invited to attend the congress. 

Hotel headquarters will be at the Book-Cadillac in 
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Detroit. Information regarding reduced railroad rates, 
program, hotel accommodations, etc., may be secured 
from the Secretary-General. 

C. G. Jennings of Detroit is president, and Frank 
Smithies, 920 N. Michigan avenue, Chicago, is secretary. 


Los Angeles has started work on a new hospital to 
cost eight million dollars and which will occupy some 
thirty-six acres of ground. The main hospital for acute 
illnesses will be twelve stories high, contain nearly fifteen 
million cubic feet and care for some 1600 patients. 

When completed this undoubtedly will be one of the 
best hospitals, from a material point of view, in exist- 
ence. The Supervisors and Doctor N. N. Wood, chief 
executive of this stupendous undertaking, are doing their 
best to provide scientific service for the sick in this 
palace, but this phase of their problem is so difficult that 
prophecies would be hazardous. 


“If we compute each visit of the physician, in his 
charity work, as being worth a dollar,” says a report 
from New York City, “we find that the bill would $15,- 
061,506 per annum, as the donation of the doctors to the 
public welfare. 

“Tt must be remembered that even this sum does not in 
any sense measure the free service of which no accounting 
ever has been made or ever can be made—of the charity 
or free service that the physicians give to the poor whom 
they meet in their daily practice. 

“Just what this bill would amount to,” continues the 
report, ““God only knows, because the physician never 
keeps account of it, and if you happen to mention it to 
him he will laugh it off, saying, ‘Oh, that’s for the good 
of the service—for the good of mankind.’ ” 


“The institutional salaried doctor has come to stay. 
Army, navy, hospitals, dispensaries, asylums, industries, 
school systems and insurance companies are multiplying 
the demand for men and women who will devote them- 
selves exclusively to social service on a salaried basis. 
Already a considerable percentage of the medical pro- 
fession sustain a whole or part-time relation to institu- 
tions.”—President Vincent, Ohio Medical Journal. 


The Health of the Nation is reviewed in the annual 
report of the Surgeon General of the Public Health Serv- 
ice of the United States. Surgeon General Cumming 
says, among other interesting things in his letter of 
transmittal of the report: 


“It is well known that a material increase in popula- 
tion produces a marked tendency to a more than cor- 
responding increase in sickness and death, and this in- 
crease in morbidity and mortality will certainly follow 
an increase in population unless rational measures are en- 
forced to prevent such occurrence. It is indisputable that 
had we not learned how to prevent, in great measure, 
many of our communicable diseases and were we not 
given the means of accomplishing this, our population 
would be swept from time to time by epidemics which 
would make those which have occurred in the past seem 
mild in comparison. * * * 

“It is not possible to consider the public health as be- 
ing divided into forty-eight or any other number of terri- 
torial entities. A rural community in Texas or California 
may produce the cream of the market in vegetables, 
fruits, and other edible commodities, but unless such 
commodities are produced under good sanitary conditions 
the people of New York or Massachusetts may suffer as 
a consequence. The same is true of oysters'and to a 
much greater degree of milk, except that milk is not 
shipped quite so far as are vegetables. Polluted water 
taken by a common carrier in one State might lead to 
outbreaks of disease in any number of other States. * * * 

“With present facilities for the rapid transportation of 
human beings by trains, vessels, automobiles, and even 
airplanes, a person may be exposed to a communicable 
disease in one State and develop the disease in any other 
State in the Union to which he may happen to go. Re- 


cently an example of the facility with which this may 
take place was brought to my attention. A national con- 
ference was being held in one of our Middle Western 
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States. Due to faulty connections in the water system of 
the little town where the meeting was held, the drinking 
water became contaminated, producing a local outbreak 
of typhoid fever. Subsequently no less than eight States 
reported cases of typhoid fever in individuals who had 
evidently contracted the disease from this infected water 
supply; = o © 

“Preliminary reports of births in the United States for 
the calendar year 1924 indicate slightly higher rates than 
those for the year 1923. In twenty-five States, 1,608,283 
births were registered in 1924, which is 22.5 births per 
1000 population. In 1923, the rate was 22.3 per 1000. 
The rates varied from 31.6 in North Carolina to 16.1 in 
Montana. 

“Preliminary figures indicate that the death rate in 
the United States for the. year 1924 was low. Twenty- 
nine States had an aggregate death rate of 11.9 per 
1000 in 1924 and 12.4 per 1000 in 1923. In 1924 in these 
States the urban death rate was 12.4 per 1000 and the 
rural death rate 114. * * 

“But little change is babel in the number of deaths 
of mothers as a result of causes incident to childbirth 
during the last nine years for which data are available. 
The proportion of mothers dying from these causes in 
the birth registration area ranged from 6.1 per 1000 
in 1915 to 9.2 in 1918. * * * 

“A study of the personality of drug addicts and of drug 
addiction in its relation to crime indicates that, during 
recent years, addicts in the United States have been re- 
cruited almost exclusively from nervously abnormal types 
of individuals who are peculiarly susceptible to addiction 
because of the unusual sense of mental relief and ease 
that narcotics give them. Criminals and psychopathic 
characters in general are prone to become addicts because 
of the calming effect of morphine or heroin upon them. 
The addicts in prisons are chiefly violators of recently 
enacted narcotic laws, and the large addict prison popu- 
lation is a necessary concomitant of thuse control meas- 
ures that have been so successful in reducing the incidence 
of drug addiction.” 


“The 1926 foreign clinic assemblies, given under the 
direction of the Inter-State Post Graduate Assembly of 
North America, will cover a territory including the chief 


clinic cities of Italy, Switzerland,- Germany, Austria, 
Czecho-Slovakia, Holland and Belgium. The members of 
the party will sail from New York on April 28th, a few 
days after the meeting of the American Medical Associ- 
ation at Dallas, Tex., thus giving the physicians of the 
party plenty of time to attend this meeting. 

“The clinic cities to be visited are Paris, Rome, Flor- 
ence, Padua, Milan, Berne, Zurich, Munich, Vienna, 
Prague, Berlin, Amsterdam, The Hague, Utrecht, Leyden 
and Brussels. The assemblies are open to members of the 
profession who are in good standing in their State or 
Provincial society with no restriction to territory. This 
invitation is understood to be extended to the entire med- 
ical profession of North America. Further information 
may be had from Doctor William B. Peck, Managing- 
Director, Freeport, Illinois.” 


Jenkel & Davidson Optical Company announce them- 
selves to the medical profession thus: “Specializing in 
service to the ophthalmologist and, of course, doing no 
refraction, we are able to utilize our resources in filling 
oculists’ prescriptions exclusively, Our long experience in 
making and adjusting glasses insures the utmost accuracy. 
You may be confident that in referring patients to us for 
glasses, they will be taken care of to their entire satisfac- 
tion and in protection of your interests.” This firm is not 
practicing medicine and filling their own prescriptions. 
They only fill prescriptions and they are prepared to do 


so. Their card is appearing regularly in CALIFORNIA AND 
WESTERN MEDICINE. 


By a new arrangement, the San Francisco store of 
R. L. Scherer Co., under the management of Mr. Paul 
Lipman, is featuring exclusively all accepted electrical 
equipment used by the medical profession, from an x-ray 
machine to cystoscope lamps; while the Los Angeles store 
is in addition carrying its usual full line of surgical in- 
struments, equipment, metal furniture, ete. It is the aim 
of this company to have men available at both stores who 
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can intelligently advise the proper equipment best suited 
to the individual requirements. Their full-page announce- 


ment appears in this and other issues of CALIFORNIA AND 
WESTERN MEDICINE. 


TWIN PINES, located at Belmont, California, is another 
of the ethical health-serving institutions recently ad- 
mitted to the advertising columns of CALIFORNIA AND 
WESTERN MEDICINE. It is equipped and personneled to 
co-operate with ethical doctors in an ethical manner in 
rendering essential service to neuropsychiatric patients. 


THE ENLOE SANITARIUM for the treatment of tuberculosis, 
located in Paradise, California, sixteen miles from Chico, 
is now found regularly in the advertising columns of 
CALIFORNIA AND WESTERN MeEpicine. This ethical health- 
serving institution is prepared to co-operate with doctors 
in ethical service to tuberculous patients. 


Gastric Acidity in Syphilitic Children—T wenty- -one 
children, from 4 to 13 years of age, with positive Wasser- 
mann reactions, who were under treatment with neo- 
arsphenamine for varying periods, were studied by 
Maurice Dorne, W. A. Brams and I. Harrison Tumpeer, 
Chicago (Journal A. M. A.), with regard to their gastric 
acidity. As a group these syphilitic children manifested a 
value of 9.5 free acidity against 19.4 of the controls, pro- 
portionately 50 per cent. Total acidity values are 24.9 
against 41.6, a proportion of 60 per cent. From the stand- 
point of individual cases, one of the twenty-one syphilitic 
children gave a free acidity above the normal average, 
19.4, as compared with seven of the seventeen controls, or 
4.4 per cent against 41 per cent. There were twenty of 
the twenty-one syphilitic children below the normal free 
acidity average, as compared with ten of the seventeen 
controls, or 95.6 per cent against 59 per cent. This 
analysis indicates that the syphilitic child is, approxi- 
mately, one-tenth as likely to manifest free acidity above 
the normal average (4.4 per cent against 41 per cent) 
and, approximately, twice as likely to manifest lowered 
acidity as the normal child (95.6 per cent against 59 per 
cent). As regards total acidity, three of the twenty-one 
gave values above the normal average, 41.6, as compared 
with seven of the seventeen controls, or 13.7 per cent 
against 41 per cent. Below the normal total average 
were eighteen. of the twenty-one syphilitic children com- 
pared with ten of the seventeen controls, or 86.3 per cent 
against 59 per cent. This analysis indicates that the 
syphilitic child is approximately one-third as likely to 
manifest total acidity above the normal average as the 
normal child and approximately half again as likely to 
run below the normal average. The findings of Neuge- 
bauer are substantiated in these observations in children. 
Viewed from all angles, the data demonstrated lowered 
acidity in the gastric contents of syphilitic children. 


The Children’s Bureau of the United States Depart- 
ment of Labor has “released” the startling information 
(?) that they have devised “a set of six charts on posture 
standards for boys and girls, intended for the use of 
physicians, nurses, physical-education teachers, and 
clinics.” 

The bureau, in explaining their posture standards, an- 
nounce that “in excellent posture, the head is up and the 
chin in; in good posture the head is slightly forward, 
in poor posture it is forward, in bad posture it is mark- 
edly forward. In excellent posture the chest is up and 
the breast bone is the part of the body farthest forward, 
in good posture the chest is slightly lowered, in poor 
posture it is flat, in bad posture it is depressed or 
sunken. In excellent posture the lower abdomen remains 
in and flat, in good posture it is in but not flat, in poor 
posture it is relaxed and is the part of the body farthest 
forward; in bad posttre it is completely relaxed and 
protuberant. In excellent posture the curves of the back 
are within normal limits, in good posture they are 
slightly increased, in poor posture they are exaggerated, 
in bad posture they are extremely exaggerated.” 

Walk up, doctor, and avail yourself of this interesting 
“information” in the development of standards. It’s free; 
at least it's what the government spends your tax money 
for. 
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CALIFORNIA MEDICAL ASSOCIATION 
OAKLAND MEETING 


The next meeting of the California Medical 
Association will be held in Oakland, April 26 to 
May 1, 1926. 

Oakland, on account of its central location, is 
easily accessible to members from all parts of the 
state. * 

Accredited hospitals are available for holding the 
preconvention clinics, which are to be conducted by 
men nationally known in medicine and surgery. 

The committee of arrangements are planning 
many and various forms of entertainment for mem- 
bers and guests. Golf tournaments will be held 
and conducted by the Northern California Golf 
Association and many valuable trophies and prizes 
will be awarded. 

Other social features will be receptions at the 
Country Clubs, teas and luncheons; motoring and 
boating as well as a dinner dance at the Hotel 
Oakland and smoker and athletics at the Athens 
Athletic Club. Guest cards will be issued to the 
members and guests at the various clubs. 

Rates of hotels in Oakland for the California 
State Medical Association, April 26 to May 1, 
1926: 


HOTEL— SINGLE DOUBLE 


(With Bath) 
Oakland __..$3.50 to $7.00 $5.00 to $10.00 
a 3.50 4.50 
5.00 (Twin) 
3.00 4.00 
4.50( Twin) 
3.50 


SINGLE DOUBLE 
(Without Bath) 


$2.50 $3.50 to $4.50 


Harrison 2.00 3.50 
2.50 
2.50 
2.50 
2.50 
2.50 
2.00 
2.50 


Key Rt. Inn. 1.50 
ie 1.50 
1.50 
2.00 
1.50 


1.50 


3.00 
3.00 
3.50 
3.00 
3.00 
3.00 
4.00 (Twin) 


The Hotel Oakland has been selected as head- 
quarters for the meeting. Please make your reser- 
vations with the Hotel Reservation Committee, care 
of Hotel Oakland. 

Space for exhibits is available to advertisers in 
CALIFORNIA AND WESTERN Mepicine, and infor- 
mation regarding floor plan and rates may be ob- 


tained from the Hotel Oakland. 


Criarence A. Deputy, M. D., 
Chairman of Arrangements Committee. 


ALAMEDA COUNTY 


Alameda County Medical Association (reported by 
Pauline S. Nusbaumer, secretary) —The annual meet- 
ing of the Alameda County Medical Association was 
called to order by the president, H. B. Mehrmann, in 
the Ethel Moore Memorial Building, December 21, 1925, 
at 8:15 p. m. Minutes of previous meeting read and ap- 
proved. The scientific program was as follows: 1. 
“Chronic Human Amoebiasis,” by L. M. Boyers; 2. “Pit- 
falls in Microscopic Diagnosis of Human Amoebiasis,” 
by Charles A. Kofoid, Professor of Zoology, Univer- 
sity of California (by invitation); 3. “Surgical Treat- 
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ment of Gastric and Duodenal Ulcer,” by Emmet Rix- 
ford, San Francisco (by invitation). “Chronic Human 
Amoebiasis” was presented by Doctor Boyers as a defi- 
nite clinical entity, protean in character and permitting 
a clinical diagnosis, in most cases before laboratory 
confirmation is obtained. This clinical diagnosis is based 
on the nature of the complaint and account of the pres- 
ent illness, the past history, physical examination, the 
proctoscopic and sigmoidoscopic examinations, the gas- 
tro-intestinal roentgen examination, the lack of finding 
or findings in the blood picture and urinalysis. The 
laboratory confirmation is obtained through fecal duo- 
denal examination and occasionally through tissue sec- 
tion. A list of tissues found affected both in Berkeley 
and in the literature of the subject was given. The 
significance of the finding of both motile and encysted 
endamoeba in the liver area was emphasized. 


A statement was made that in the experience of the 
Berkeley workers no true carriers had been found to 
date since those who harbored the infecting organism 
showed also definite tissue damage. 


Modes of conveyance of the infection were consid- 
ered. Within the body there seem to be a possibility of 
its having some affinity for mesodermal derivatives. 


The various therapeutic agents were considered and 
their administration divided into three periods: (a) Diag- 
nostic period, (b) An eradication period, (c) A _post- 
eradication period or recovery period. 

In conclusion insistence was laid on the necessity for 
early treatment, that is, both early in the course of the 
disease and early in the life of the patient. 

In his talk, “Pitfalls in the Microscopic Diagnosis of 
Human Amoebiasis,” Professor Kofoid said that clinical 
microscopists, examining stools for the diagnosis of in- 
fections by endamoeba dysenteria, should rely upon 
the encysted stages for the detection of the infection. 
The motile phases of this amoeba, which occur most 
abundantly in acute dysentery, are with difficulty dis- 
tinguishable from the motile phases of at least three 
other cysts found in the human bowel, notably from 
councilmania lafleuri, which also has large clear pseu- 
dopodea and will also ingest red blood corpuscles. Re- 
liance should be placed upon encysted stages which have 
passed through the nuclear division and have come 
to the equilibrium of the completed encysted stage. ° In 
such stages the nuclear structures of the different spe- 
cies of amoebae found in the stool are characteristically 
different and diagnosis can be made with great ac- 
curacy. 

The microscopist must be on his guard against multi- 
ple infections involving the occurrence of encysted stages 
of both flagellates and amoebae, and also against the 
occurrence of molds, fungi, yeasts, and the introduced 
cysts of the protozoa of the fresh water fauna. He 
must therefore rely upon stained slides and must know 
the characteristic nuclear pictures of the pathogenic 
forms in all their phases and reject everything not 
strictly conformable to the structure of the pathogenic 
organisms. It is essential that he should understand 
other than the pathogenic infections in order to avoid 
false diagnoses. 

To this end carefully stained preparations fixed in 
Schaudinn’s fluid and stained in iron haematoxylin, 
with the best possible optical equipment and uniformity 
of illumination are helpful. The examination of fresh 
smears assists in the detection of motile phases, and 
Donaldson’s iodine-eosin stain helps in the detection of 
the presence of infections, but is not critical for their 
individual diagnosis, Only smears stained in iron-hae- 
matoxylin should be used for this. 

Detection of motile stages and cysts in duodenal 
drainages is best made on the material fixed in Bouin's 
fluid and stained by the centrifuge method in iron- 
haematoxylin. Long search and careful elimination of 
leucocytes in all stages must be practiced. 

In the routine of the detection of infections by intes- 
tinal protozoa it is desirable to examine six consecutive 
stools for the purpose of detecting cysts in the occa- 
sional flares in number which occur in these infections. 
It is much more profitable to search a series of six 
stools than to examine one intensively. Special care is 
necessary in the detection of the small race of enda- 
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moeba dysenteriae which often occurs in long-standing, 
chronic cases. These cysts are about 6 to 8 microns in 
diameter, though occasionaly they may be as small as 4 
microns. They are often less abundant and approach in 
size the common intestinal yeasts. One must know thor- 
oughly the intestinal yeasts. The cysts of the amoebae 
are distinguished by their sphericity, the nature of their 
cytoplasm, and their characteristic, heavily rimmed 
nuclei with the central spherical karyosome. Occasion- 
ally the rod-like chromatoidal bodies are to be found 
in these small cysts. Cysts with four nuclei may be less 
abundant in the infections with the small race than in 
the larger races. 


It is especially important where microscopic diag- 
nosis is made to collaborate with the physician and to 
continue the search whenever there are clinical indica- 
tions of the infection. The administration of bile salts 
during the period of stool examination has proven to be 
helpful in decreasing the time required for the detec- 
tion of the infection. 


In discussing his subject, “Surgical Treatment of Gas- 
tric and Duodenal Ulcer,” Doctor Rixford gave a brief 
history of the development of surgical treatment of 
ulcer, mentioning the fact that the early efforts were 
directed to the phenomena of stenosis. The pioneering 
work in this subject was done by Billroth and his pu- 
pils. Wolfler performed the first gastroenterostomy, Von 
Hacker the first posterior gastroenterostomy, Heineke- 
Mikulicz the first pyloroplasties for benign stenosis. 


Little was known of the symptomatology of duodenal 
ulcer and the relative frequency until the early years 
of this century. Formerly knowledge of ulcer was chiefly 
from the post-mortem statistics. Recently the correla- 
tion of symptoms and ulcer as found at operation has 
given an entirely new basis of attack on the lesion. 

Ulcer of the duodenum is approximately three times 
as common as ulcer of the stomach, but cancer, while 
common in the stomach, is almost unknown in the ulcer 
bearing area of the duodenum. Therefore surgical 
treatment should keep in view the possibility of an ulcer 
of the stomach becoming cancerous and for this and 
other reasons the only proper surgical treatment for gas- 
tric ulcer is excision. Excision of an ulcer of the lesser 
curvature by a diamond shaped cut taking a part of 
the posterior as well as the anterior surface of the 
stomach in order to distribute the tension of the stitches 
is objectionable because through interfering with the 
nervous mechanism the part of the greater curvature 
opposite dilates and becomes muscularly inefficient. To 
remedy this the so-called sleeve resection has been per- 
formed, but because of technical difficulty and recur- 
rence of ulcer it has been practically done away with, 
an extensive excision and pylorectomy having been 
substituted. 

Duodenal ulcer is not infrequently cured by medical 
means and therefore surgery should not be considered 
as the only method of attack nor as the first to be tried. 
Duodenal ulcer should probably be considered a surgical 
disease if medicine has failed in the individual case. 

Gastroenterostomy is often criticized as not being the 
last word in the treatment of duodenal ulcer because 
of recurrence and persistence of symptoms in too large 
a proportion of cases. Such sequelae as stenosis of the 
stoma with a part of the meal passing out by the 
pylorus as shown by the x-ray, keeping up the irrita- 
tion on the ulcer, or through hyperchlorhydria causing 
recurrence of ulcer or jejunal ulcers beyond the stoma. 
Moreover gastroenterostomy requires nice mechanical 
work and not every one does the operation well. The 
stoma should be placed far enough to the right to throw 
out of function the muscle of the pyloric antrum. It 
should not be so far as to make undue traction on the 
transverse mesocolon. The stoma should be ample in size 
and ample precautions taken against obstruction in the 
efferent loop. Such obstruction may be due to kinks, 
twists, to herniation through the opening in the trans- 
verse mesocolon, to traction on the transverse mesocolon, 
to contraction of inflammatory tissue caused by leakage 
or soiling, etc. Such obstruction gives rise to the 
phenomena commonly described as vicious circled. Ob- 
struction also causes gastric tetany. 

Many operators find it advantageous to make an 
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anastomosis between the afferent and efferent loops. 
Perhaps a lateral anastomosis or an implantation of the 
afferent loop into the side of the efferent loop, the Y 
operation of Roux. 


The operators of Southern Europe are apparently per- 
forming extensive excision in duodenal ulcer as well 
as in gastric ulcer, taking away not merely the pylorus 
but a large part of the stomach to such an extent as 
to make one think that they are guilty of following a 
fad. The reason alleged for the excision is the fre- 
quency of occurrence of jejunal ulcer following gas- 
troenterostomy. But apparently such ulcer forms in only 
5 per cent of the cases where gastroenterostomy is well 
performed. A part of these ulcers is pretty certainly 
due to crushing of the mucous membrane by clamps. 
For this reason many operators have discarded the use 
of the clamp on the jejunum. The neatest operation for 
pylorectomy by partial gastroectomy that Rixford saw 
in a recent trip to Europe was by Schumaker of 
The Hague. A pair of very cleverly devised clamps per- 
mitted excision of the portions of the stomach to be 
removed without soiling and at the same time permitted 
suture before removal of the proximal clamp. 


It would seem that so extensive an operation as re- 
moval of one-third or one-half of the stomach with the 
pylorus is hardly warranted by so small a lesion as a 
superficial duodenal ulcer, especially in view of the fact 
that such ulcers are sometimes cured by medical means 
and in more than 90 per cent of the cases are cured by 
gastroenterostomy. Therefore it would seem more ra- 
tional for gastroenterostomy to be tried first and ex- 
cision performed only in case the gastroenterostomy 
fails. 


For deep crater ulcers excision is more clearly indi- 
cated, but in these excision is fraught with much more 
danger because of the large proportion of the cases in 
which the ulcer has invaded the pancreas and its ex- 
cision necessitates traumatism to the pancreas with con- 
sequent leakage of pancreatic fluids causing fat necrosis, 
etc. Moreover, even the cautery does not always in- 
sure against infection. The principle on which the op- 
erators of Southern Europe are performing extensive 
resection is that irritation of the pylorus through the 
nervous mechanism stimulates the mucous membrane of 
the fundus of the stomach to secrete more hydrochloric 
acid and that excess of acid is the real cause of recur- 
ring ulcer, jejunal ulcer, etc. 


Two cases in Doctor Rixford’s personal observation 
are suggestive in this regard; one where gastroenteros- 
tomy had been followed by ulcer of the stomach at 
the edge of the stoma where afterwards the Balfour 
operation on the ulcer had failed, where hyperchlor- 
hydria persisted, and in a fourth operation jejunal ulcer 
was found. Symptoms entirely disappeared after the 
radical removal of the pyloric end of the stomach. In 
another case in which, following a sleeve resection, 
therefore with retention of the pylorus detached from 
the rest of the stomach, hyperchlorhydria still persisted 
to such an extent that there was recurrence of ulcer in 
jejunum and stomach, the latter perforating. In this 
case, it should be added, fatal secondary hemorrhage 
occurred after eight or nine days. In general it should 
be assumed that post-operative hemorrhage is from 
the operative wound and not from the ulcer, though 
as in this case it may sometimes be from the ulcer. It 
is better to revise the operation and make sure. 


In Italy, in the Polyclinic Hospital in Rome, Biaggi 
has made a long series of experiments on _ recur- 
rence of ulcer after various operative procedures in 
dogs. These would seem to confirm the notion of the 
influence of the pylorus on the production of acid. That 
such production of acid must be through the mechanism 
of the sympathetic nerve has led Schiazzi to devise an 
operation designed to throw out of function the sym- 
pathetic nerves between pylorus and fundus, with what 
success it is too soon to state. Schiazzi’s paper was 
translated by Doctor De Vecchi, formerly of San Fran- 
cisco, and is published in the Annals of Surgery. 

One point should be emphasized in the practical treat- 
ment of gastric and duodenal ulcer and that is that 
foci of infection should be cleaned up; teeth, tonsils, 
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adenoids, sinuses and in abdominal operation the ap- 
pendix and gall bladder should be carefully studied and 
the former removed in any case and the latter if found 
diseased. 


Report of president, report of secretary-treasurer, re- 
port of chairmen of all standing committees, report of 
tellers. 

Election resulted as follows: J. K. Hamilton, presi- 
dent; George Rothganger, vice-president; P. S. Nus- 
baumer, secretary-treasurer; L. P. Adams, T. J. Clark, 
F. M. Loomis, Gertrude Moore, G. G. Reinle, D. N. 
Richards, councilors; Daniel -Crosby, S. V. Irwin, H. B. 
Mehrmann, C. H. Miller, delegates; F. H. Bowles, C. T. 
Devine, R. A. Glenn, Channing Hall, George McClure, 
W. B. Palamountain, R. T. Sutherland, alternates. After 
installation of the new officers, the meeting adjourned. 
Light refreshments were served and a social hour en- 
joyed. 


SACRAMENTO COUNTY 


Sacramento County Society for Medical Improve- 
ment (reported by Bert S. Thomas, secretary)—The 
annual meeting of the Sacramento Society for Medical 
Improvement was called to order by President Scatena 
in the gold room of the Sacramento Hotel, December 
15, 1925. There were thirty-six members in attendance. 


The report of the Board of Directors was rendered 
by Scatena. He spoke on the following subjects: 


1. Attendance—Throughout the year the meetings 
have been well attended despite the fact that at one 
meeting the number was but twenty-five. One meeting 
was the best attended regular meeting ever held by the 
local society. There were fifty-eight doctors in attend- 
ance. Yet, a goodly number of the older familiar faces 
were lacking at many meetings. Our president believes 
that a deal of good comes from these gatherings and, 
before leaving office, desires to admonish these men to 
attend regularly. 

2. Papers—With the exception of a paper by Pot- 
tenger, the suggestion of the last two years of having 
local men for the scientific program, was adhered to. 
One clinic at the County Hospital was of real value. 


3. Annual Banquet—That of this year was a suc- 
cess. Nevertheless, it is recommended that the March 
meeting be divided into two sessions; one strictly a 
scientific meeting, the other the banquet proper. 

4. New Members—lIt is, indeed, satisfactory to note 
the increase of thirteen members with the transfer of 
but one to another society. 

5. Board of Directors Meetings—It has been found 
that the noon meetings of the Board of Directors is de- 
cidedly more provocative of a good attendance than 
evening ones. 

6. Meeting Places—The advisability of one meeting 
place, such as the County Hospital, was suggested. 

7. Attitude Toward Charities—Our attitude towards 
the Red Cross and other charity workers is reflected by 
the attitude of our director. The president believes that 
this should be a conciliatory one rather than one of 
opposition, and asks that all members get behind the 
decision arrived at by the director. 

The secretary’s report showed an active membership 
of 117. It also showed a balance on hand of $540.81, 
an increase of approximately $145.00 over that on hand 
at the start of the year. This resulted from the fact 
that there was no contingency to draw on the treasury 
during the year. Therefore, the same dues as last year 
were recommended for ¢his. 

Nomination of Officers—For Directors: Schoff, Scatena, 
Dunlap, Lyman, Hale, Young, Drysdale, Gundrum, 
Binkley, Cress, Klick and W. R. Briggs were nomi- 
nated; Schoff, Dunlap, Lyman, Hale, Drysdale and W. 
R. Briggs being elected. 

For Delegates—Harris, Scatena, Farrell and Dunlap 
were nominated. Harris and Scatena being elected. 

For Alternate Delegates—Thomas, C. B. Jones, Foster 
and George Hall were nominated. Thomas being de- 
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clared elected with no other having a majority. A 
third ballot showed Hall elected. 

For Secretary—Thomas was elected by a vote cast by 
the president. . 

It was moved, seconded and carried that the assess- 
ment for 1926, as recommended by the Board of Direc- 
tors, be $15.00. $10.00 for State dues and $5.00 for 
local dues. 

Under General Discussion—Dunlap stated that the 
county hospital was at the disposal of any individual 
doctor of the society, or for the use of the society itself. 

Parkinson spoke on our relation to the social agencies, 
child welfare workers and so forth. 


& 
SAN BERNARDINO COUNTY 


San Bernardino County Medical Society (reported 
by E. J. Eytinge, secretary)—-The meeting was called to 
order by the president; minutes of the previous meeting 
read and approved. 

Applications for membership: Glen Curtis, Loma Linda, 
Walter E. Macpherson, Loma Linda. 

The question of medical publicity was brought up and 
referred back to the board of councilors, for more definite 
information. 


The following changes in the constitution was unani- 
mously carried: 


Article 3—Honorary membership may be conferred at 
the pleasure of the society. Such members are exempt 
from payment of dues and are ineligible to vote. Affliate 
members shall be elected from those doctors of medicine 
eligible for active membership, but who are, for any 
reason, satisfactory to the county society and the council 
of the state association, entitled to special consideration. 
Those members shall have all the rights and privileges of 
other members, except the right to vote or hold office. 
Their dues to the state association shall be $1 per year, 
and their dues to their county shall be fixed by such 
county society. 

Program of the evening was “A Symposium of Appen- 
dicitis,’ by R. S. Cummins, Henry Snure, E. C. Moore of 
Los Angeles. In the absence of Moore, his paper was 
read by Doctor Hilliard, and in the absence of Hill, the 
discussion of this paper was opened by Eytinge. 

Forty in attendance, fifteen of whom were guests. 

we 
SAN DIEGO COUNTY 


San Diego County Medical Society Notes (reported 
by Robert Pollock)—The members of the San Diego 
medical profession enjoyed a scientific gorge during the 
week of January 3 to 9, inclusive; during which Henry 
Sewell of Denver gave an interesting course of lectures 
at the county hospital auditorium. These lectures covered 
the entire field of physiology, tracing the history of the 
development of physiologic research and dwelling parti- 
cularly upon our modern knowledge of such subjects as 
respiration, circulation, metabolism, and endocrinology. 
His lecture on the influence of climate, or environment, 
in health and disease upon the physiologic workings of 
the body, was a masterpiece. These lectures drew large 
and appreciative audiences, and it is hoped may fore- 
shadow many interesting courses on medical science in 
the years to come. 

The officers of the Mercy Hospital staff elected for 1926 
are as follows: President, Thomas O. Burger; Vice- 
President, E. H. Crabtree; Secretary, W. W. Russell. 
Executives: Frank H. Carter, H. C. Oatman, C. M. Fox, 
T. F. Wier. 

It was decided at the last meeting of this staff to hold 
regular meetings the third Tuesday of each month for 
the presentation and study of cases and the discussion of 
problems of hospital betterment. 

we 


SAN FRANCISCO COUNTY 


San Francisco County Medical Society (reported by 
T. Henshaw Kelly, secretary)—Proceedings of the San 
Francisco County Medical Society—During the month of 
December, 1925, the following meetings were held: 


Section on Medicine—Tuesday, December 1—E. L. 
Bruck elected chairman for 1926. Some new ideas about 
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hypertension—W. C. Alvarez. Drag out those lions— 
Saxton Pope. 


Annual Meeting—Tuesday, December 8—Reports of 
officers, committees, and board of directors. Announce- 
ment by president of result of election of officers for 1926: 
President, Frank Hinman; First Vice-President, H. K. 
Faber; Second Vice-President, Ina M. Richter; Secretary- 
Treasurer, T. Henshaw Kelly; Librarian, Leo Eloesser. 
Directors: H. E. Alderson, Leo Eloesser, W. S. Franklin, 
E. S. Kilgore, Emmet Rixford, H. A. L. Ryfkogel, and 
I. W. Thorne. Delegates: Edmund Butler, W. E. Cham- 
berlain, W. B. Coffey, W. S. Franklin, J. H. Graves, T. H. 
Kelly, E. S. Kilgore, W. P. Lucas, A. C. Reed, F. H. 
Rodenbaugh, H. A. L. Ryfkogel, I. W. Thorne, V. G. 
Vecki, and J. H. Woolsey. 


Statement of the medico-military situation in California, 
and the duties of patriotic medical men—J. Wilson Shiels. 
Experiences of a reserve officer—Clarence Quinan. Pro- 
fessional problems of evacuation and general hospitals in 
time of war, and a short demonstration of field splinting 
for transportation—-Major T. W. Burnett. Discussion of 
duties of medical reserve officers in connection with the 
various medical reserve units and of duties of medical 
reserve officers in general—H. C. Naffziger, J. H. Wool- 
sey, M. R. Gibbons. 

Section on Surgery—Tuesday, December 15—I. W. 
Thorne elected chairman for 1926. Hysterectomy for 
carcinoma of the uterus—F. W. Lynch. Cesarean sec- 
tion; a review of seventy-six cases from the Women’s 
Clinic, Stanford University Medical School—C. S. Sullivan. 

Section on Urology—Tuesday, December 29—Melville 
Silverberg elected chairman for 1926. Fluoroscopic aid in 
pyelograph—W. W. Cross. Recent urological advances 
and methods in Europe—C. P. Mathe. 


St. Luke’s Hospital Staff—Doctor Dudley Smith ad- 
dressed the St. Luke’s Hospital staff at a regular monthly 
luncheon meeting upon “The Importance of Routine Rec- 
tal Examination.” He stated that a surprising number 
of pathological conditions in this region is overlooked, 
although the technic of examination is easy to acquire. 
Without producing any local pain, on account of the 
lack of sensory innervation of the rectal cavity, many dis- 
eased conditions may progress to an astonishing degree 
and can only be discovered early if physicians include a 
careful survey of this region in all general examinations. 
While no pain referable to the rectum may be present, 
pain referred to other regions such as the genitalia, uri- 
nary organs, sacrum, sciatic nerves or the inguinal re- 
gion will cause the observant physician to look for rectal 
disease. This is especially important in cancer of the 
rectum, because many cases are overlooked, even when 
minor operative procedures are done for such conditions 
as hemorrhoids, fissure, fistula. This is a severe indict- 
ment of the profession. Such practice is an injustice both 
to the profession and the patient. No physician would 
treat diseases of the eye, throat or vagina, for example, 
without direct inspection, nor would he treat a cough 
without a careful examination of the chest. Yet so com- 
mon a condition as chronic constipation is usually treated 
without examination of the rectum when it is frequently 
due to mechanical causes which are easily remedied. Neg- 
lect of physicians to properly examine and treat rectal 
cases has left the field, in the past, largely to the quacks 
and irregulars, 


St. Joseph’s Hospital Staff Meeting—Doctor Walter 
C. Alvarez spoke January 13 before the St. Joseph’s Hos- 
pital Staff on “The Taking of a Gastrointestinal His- 
tory,” abstracted below: 

The taking of a gastrointestinal history helps tremen- 
dously in making a diagnosis. The principal complaint is 
of the first importance and must be ever kept in mind in 
the treatment. Determine if the indigestion is primary 
or secondary. Study the omset—whether it is a flaring up 
of a cholecystitis or ulcer, or a constant thing of the 
neurosthenic. Get the preliminary to the first attack and 
follow up every clue to the end. It is more important to 
do this than to dose patients with pepsin or bismuth, 
which I seldom use. Sometimes bromides are needed early 
for sleeplessness. Childhood diseases may explain late 
adult lesions. Is the condition getting worse or more fre- 
quent and is it a medical or surgical case? Pain must 
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be ascertained accurately and whether it is fixed or radi- 
ates. Does it waken the patient at night (organic)? Is 
the patient afraid to eat, as in gall bladder disease? 
Have the patient point to area of pain and where it 
radiates to and if there are two pains. What causes the 
pain and is it removed by food or passing gas? The 
gas due to overexertion often points to heart disease and 
is worse in sedentary people on Monday on account: of 
garden or other work done on Sunday. Does jolting bring 
on the pain, as in cholecystitis? Is soda beneficial, as in 
many organic lesions. The passing of mucus suggests 
colitis. The reversed peristalsis syndrome (vomiting, re- 
gurgitation, belching, nausea or heartburn) is often pres- 
ent in organic diseases. Vomiting may be easy and 
come on immediately p. c., as in many functional condi- 
tions, or before breakfast (alcoholism and t. b. coughing). 
If food taken long before is vomited, pyloric lesions need- 
ing surgery are indicated. Blood vomiting is rare in ulcer, 
but more common in cirrhosis of the liver or carcinoma of 
stomach. Loss of weight must be compared with the diet 
taken, non-protein often causing it. Nausea often means 
a lesion low down in the alimentary tract or pelvis 
(chronic appendicitis, gall bladder, neuroses or fibroids). 
Belching may be spontaneous or voluntary, latter due to 
swallowing air. Coated tongue is due to regurgitated food 
from the stomach and bad breath may be from reversed 
waves. The fullness feeling is a form of reversed peri- 
stalsis and may indicate chronic appendicitis. Biliousness 
is a gall-bladder sign. Flatulence is real or assumed. If 
foul it is due to decomposition of proteins. Bloating often 
means gall-bladder disease or intestinal parasites. Consti- 
pation is often fanciful, and must determine definitely. 
Cancer of rectum or fibroids may cause it. Bleeding from 
bowels is not always due to piles if latter are present. 
Autointoxication clears up with cleaning out of bowel. 
Habits and previous operations must be considered. Diar- 
rhea may be functional or organic. Don’t give castor oil 
too freely. Colitis causes nocturnal diarrhea as a rule. 
Tenesmus is relieved with movement. If the diarrhea is 
worst in the morning, give HC,, as it is often due to hypo- 
chlorhydria. Milk is not good in diarrhea. Bran and 
ameba are causes, but treatment of the latter is stressed 
unduly. Man’s intestine is carniverous, probably only 
seven feet long, and bran cannot be handled as by the 
longer intestine of herbivorous animals. Syndromes are 
distinguished as alimentary and non-alimentary. Di- 
gestive symptoms are due to the breaking down of the 
motor apparatus, rather than to trouble with pepsin or 
HC,. Hypertension, tuberculosis and pelvic disease often 
cause most of stomach signs, the cardiac end being often 
silent. Diverticulitis of the colon is quite common. It is 
often revealed a week after the barium meal has been 
given. Neuroses are decreasing as our diagnostic ability 
is increasing. 

Answering R. M. Berndt’s question, stomach bleeding 
may occur in appendicitis, cholecystitis, varices, hyper- 
tension, and such diseases as Banti’s. To W. T. Cum- 
mins’ inquiry, I answer that cancer may follow upon an 
ulcer or come out of a clear sky. 


Case reports were presented by F. Lowe, R. Grant, and 
A. S. Musante. 

On February 10, C. O. Southard, Walter Smith, L. 
Overstreet, E. Gehrels, H. B. Carey, and C. E. Taylor 
will give cases of atypical mastoids, fistula, acute 
abdomen, and ruptured liver during labor. 


Franklin Hospital Clinical Society (reported by 
Ewald H. Angerman, secretary of staff)—The clinical 
meeting of the Franklin Hospital Clinical Society was 
held on December 21 at the hospital, Frank R. Dray, 
presiding. 

The speakers of the evening were Ernest Gehrels, who 
chose for his subject, “Surgical Treatment of Cancer and 
Ulcer of the Stomach,” and George W. Hartman, recently 
returned from Europe, who gave a description of hospitals 
and clinics in England, Ireland, Scotland, France and 
Germany. 

A resume of Doctor Gehrels’ talk follows: 


For the radical operation of cancer Gehrels has been 
employing the Polya modification of Billroth (2) which 
allows more radical removal of the lesser curvature than 
the original Billroth (2) method. Splanchnic anaesthesia 
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is employed as a routine for the cancer cases, the danger 
of fatal pneumonia being much less. While the mor- 
tality of the radical operation of cancer is still high (20 
per cent), the late results are encouraging, giving 25 
per cent cures’ over five years after a radical operation 
in the experience of Payr, Finsterer and others. 

In discussing the surgical treatment of ulcer of the 
stomach he emphasized the late dangers after gastro- 
enterostomy: bleeding, perforation, cancerous degenera- 
tion and peptic jejunal ulcers. Fifty per cent of the pa- 
tients have been found to have recurrence of symptoms 
sooner or later. Especially for the bleeding ulcers and 
the penetrating ulcers distant from the pylorus gastro- 
enterostomy has been disappointing. 

Gehrels has done forty-three partial gastrectomies for 
ulcer (17 transverse resections, 23 Polya operations, 2 
Billroth 1, Goepel, 1 Schmieden stepshaped resection) 
with three deaths. The fundamental points for the opera- 
tion of gastric ulcer in order to obtain good permanent 
results are the removal of the ulcer and of the pyloric 
part of the stomach, hereby removing the element of 
pylorospasm and reducing the acidity of the stomach. 

By this procedure 90 to 95 per cent of the patients can 
be permanently relieved of all symptoms, the mortality 
of the radical operation can be reduced to 5 per cent 
and less. Operation is indicated only for those patients 
who have proved to be incurable by medical treatment. 

Doctor Hartman spoke of the general status of the 
British hospitals, which he” found good, especially in the 
manufacturing towns in the north of England. They 
were not so good in the south of Ireland, but better 
in the north of Ireland. All British hospitals are 
greatly handicapped for lack of funds. Clinics and 
clinicians are good, especially in technique. The hos- 
pitals of Edinburgh are splendid and studying opportu- 
nities good, with large clinical material. 

France impressed the speaker with the simplicity of 
their operating room technique. The surgeon usually 
has only one assistant and no scrubbed-up nurses. Their 
results are good, but there are occasional mistakes in 
diagnosis because of the hasty manner in which they work 
up their cases. 

London and Paris have wonderful medical museums. 

Germany is making good progress despite poverty. 
Many new surgical instruments are being perfected, in- 
cluding boilable cystoscopes. There is not much being 
done with radium in Germany, they having so little. 
Malignancies of the bladder are treated with diathermy, 
trichloracetic acid, or excision. 

Irving S. Ingber was chosen chairman, and George 
Becker secretary for the year 1926. 
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SAN JOAQUIN COUNTY 


San Joaquin County Medical Society (reported by 
Fred J. Conzelmann, secretary)—The regular meeting of 
the San Joaquin County Medical Society was held Thurs- 
day, January 7, 1926, at the headquarters of the local 
health district, 129 South American street, Stockton. The 
meeting was called to order at 8:30 p. m. by the retiring 
president, John J. Sippy. 

Forty were in attendance. Those present were: J. W. 
Barnes, E. L. Blackmun, J. F. Blinn, H. J. Bolinger, C. A. 
Broaddus, H. S. Chapman, F. J. Conzelmann, J. V. 
Craviotto, J. T. Davison, J. F. Doughty, C. F. English, 
F. T. Foard, O. H. Garrison, Minerva Goodman, E. C. 
Griner, S. Hanson, J. P. Hull, H. E. Kaplan, G. H. La 
Berge, Grace McCoskey, R. T. McGurk, W. T. McNeil, 
F. } O'Donnell, B. J. Powell, H. E. Price, S. F. Priestly, 
D. '. Ray, G. H. Rohrbacher, G. H. Sanderson, J. J. 
Sipp  H. Smythe, Margaret Smyth, C. V. Thompson, A. L. 
Van Meter, G. J. J. Vischi, and Frank W. Lynch, speaker 
of the evening, and Doctors Biethan, Spencer and Weiss 
as guests, and Mr. L. W. Drury, representative of the 
“Stockton Record.” 

The minutes of the previous meeting were read and 
approved. 

The retiring president introduced the new president, 
H. S. Chapman, who had served the society as secretary- 
treasurer for three years. 

The chairman presented the new secretary. 

The chairman introduced Mr. L. W. Drury of the 
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“Stockton Record,” who spoke on professional advertising, 
and requested permission from the society to publish a 
series of articles in the “Record” presenting problems of 
the medical profession to the public. Mr. Drury read two 
short articles illustrating what he intended to print. 
Barton J. Powell moved that the matter be referred to the 
board of directors, seconded and carried. 

The chairman introduced the speaker of the evening, 
Frank W. Lynch, of the University of California, who 
spoke on “Indications and Technic for Cesarean Section.” 
The speaker deplored the fact that America lagged behind 
in the methods of teaching obstetrics. In the care of 
maternity problems America is only ahead of Switzerland 
and Spain. Complications in obstetrics are a terror to all 
obstetricans. Cesarean Section is the simplest, even in 
the hands of skillful operators, and under favorable con- 
ditions is too frequently disappointing. Many patients do 
not stand the operation well; the reason is obscure. There 
are many avenues for infection in obstetrics. The opera- 
tion for cancer of the uterus is very difficult, but the death 
rate is lower than in Cesarean. The speaker referred to 
Saenger’s operation as the classical one; it is not the meth- 
od, but that Saenger introduced sutures. The Fritch inci- 
sion has no advantages. The Davies operation is high in 
the abdomen. The speaker preferred the low operation as 
the most favorable for the patient. He spoke in detail 
about the technic of the operation, and discussed the meth- 
ods of preparation of the patient for operation, which is 
exceedingly important, and includes prenatal. The doctor 
illustrated his lecture with lantern slides in showing the 
results of 115 patients of his own cesarean section. 
Pituitrin may be used; it is not important when the 
incision is low. Bleeding may be terrifying. Adenomyoma 
of uterus may follow cesarean section. Once a cesarean 
section, always a cesarean section; do not trust the scar. 
The doctor has done cesareans as high as five times on 
the same woman. He believes three times sufficient, and 
usually ties off the tube at the third. The indications may 
be relative or absolute. Absolute when no other method 
is possible, and relative when other methods must be 
considered. Indications are: large child with no engage- 
ment; placenta previa; toxemia, not eclampsia; cardiac 
conditions; first pregnancy in elderly women; tumors of 
the uterus; pelvic obstructions are the chief indications 
for cesarean. Cesarean section for placenta previa as a 
routine is not justifiable. Pelvic obstructions are rare; 
therefore cesarean section is rarely needed. Speaker did 
not recommend cesarean for a dead foetus. He stressed 
the great value of prenatal care as a great factor in 
reducing the mortality rate. S. F. Priestly, C. F. English, 
R. T. McGurk, A. R. Van Meter, and W. T. McNeil, 
took part in the discussion. Doctor Lynch answered manv 
questions in an instructive way. 
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SANTA BARBARA COUNTY 


Santa Barbara County Medical Society (reported by 
Alex. C. Soper Jr., secretary)—The evening of January 
11 ended the annual clinic day of the Santa Barbara 
Cottage Hospital, with a banquet at the La Cumbre Golf 
and Country Club, participated in by forty-five members 
and guests. The morning had been devoted to exhibitions 
of major surgery and nose and throat work, and the 
afternoon to medical subjects, at the hospital, this being 
the fifth year of this clinic day. 

Addresses were made briefly at the order of President 
Nuzum, by Drs, E. O. Campbell (state assemblyman), 
W. J. Mellinger, Rexwald Brown, H. J. Ullmann, A. C. 
Soper, and H. C. Bagby. An important order of business 
was the passing of a motion to devote $100 from the 
treasury to the Gorgas Memorial Fund. 

Among the visitors were Julio Bianchi of Ventura, 
A. F. Heimlich of Grand Junction, Colorado, and W. E. R. 
Schottstaedt of Fresno. The superintendent and house 


officers of the Cottage Hospital were also present. 


Election of officers resulted in L. W. Hotchkiss being 
made President, H. E. Henderson, Vice-President, with 
O. C. Jones of Lompoc First Vice-President-at-Large, and 
Robert Brown of Santa Maria Second Vice-President. 
Doctor Soper was re-elected Secretary-Treasurer. Censor 
appointment was postponed to a succeeding meeting. 
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The delegates to the state convention serve for two 
years and are Ullmann and Nuzum (alternate). 

Three applications for membership were read and 
passed to the censors. 

The Fifth Annual Clinic Day 
Santa Barbara Cottage Hospital 

The fifth annual clinic day given by the Santa Barbara 
Cottage Hospital was held on January 11, 1926. 

This event has become an annual one for a number of 
reasons. It gives an opportunity for members of the staff 
to present their work to others of the staff and to visiting 
physicians. It allows outside physicians to put in a day 
of intensive clinical review. There is a great stimulus 
through such meetings on the part of members of the staff 
to put on creditable work. 

The visiting man may choose from a considerable line 
of material and may spend his time in something in 
which he is particularly interested. The laboratory demon- 
strations seem to hold as much of general interest as any 
special department, including surgery, and it is the labora- 
tory demonstrations that especially valuable points may 
be picked up by men doing general work. 

This clinical meeting was the most successful that the 
Cottage Hospital has yet held, and the members of the 
staff feel repaid for their efforts. A group of tonsil- 
lectomies, submucous resections and a mastoid were pre- 
sented by members of the. ear, nose and throat staff. 
Laparotomies for various conditions were done by the 
surgical group and a varied medical program was pre- 
sented by the medical staff. 

The meeting was in charge of Franklin R. Nuzum as 
general chairman, A. G. Isaac, chairman of the surgical 
committee; H. E. Henderson, chairman of the medical 
committee, and P. C. Means, chairman of the ear, nose 
and throat committee. 


SANTA CRUZ COUNTY 

The Santa Cruz County Medical Society was a guest 
of President Grant Hatch at its annual meeting held 
recently. Refreshments were served at the close of the 
session. Eighteen members were present. 

A patient suffering with third nerve paralysis was 
presented by Hatch and the subject discussed by several 
members. P. T. Phillips and others discussed some of the 
usual and rarer manifestations of cerebral abscess. 

Steps were taken to revise the constitution and by-laws 
of the society, and it was voted to incorporate in these 
changes that necessary business of the society as it con- 
tacts with state and national associations should be settled 
at a meeting in November, so as to conform with the 
movement to make the calendar and official years 
correspond in all essential particulars. Dues for 1926 
were fixed at $11. 

Officers for 1926 were elected as follows: President, 
William Everett Musgrave (newly elected member by 
transfer from San Francisco County Society) ; First Vice- 
President, Alfred Liles Phillips; Second Vice-President, 
Ehler H. Eiskamp; Secretary-Treasurer, Dean Sanford 
Woodward; Editor, Harry E. Piper; Delegate to Cali- 
fornia Medical Association, Ambrose Franklin Cowden; 
Alternate, Jessie C. Farmer. 

@ 
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SONOMA COUNTY 


Sonoma County Medical Society (reported by Guy 
A. Hunt, secretary) —The Sonoma County Medical 
Society met in the Chamber of Commerce in Santa Rosa, 
Thursday, December 10. Twenty-three members were 
present. Officers for 1926 were elected, as follows: Presi- 
dent, N. R. H. Juell, Santa Rosa; Vice-President, A. J. 
Lumsden, Petaluma; Secretary, Guy A. Hunt, Santa Rosa; 
Treasurer, R. M. Bonar, Santa Rosa. Censors: J. H. 
McLeod (three years), S. Z. Peoples (two years), and 
Elisabeth Emerson (one year). Delegate: S. S. Bogle, 
Santa Rosa, and Alternate, A. M. Thomson, Sonoma. 

Charles Ianne, assistant medical director of the Arroyo 
Sanatorium at Livermore, read a paper on “Heliotherapy.” 
Several cases were cited showing the injurious effects of 
sunlight on pulmonary tuberculosis where this therapy 
was used extensively. Doctor Ianne stated that it is a 
powerful agent and used without caution has caused 
relapses with rapid rise in temperature and death in 
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many cases. However, he recommends its use in glandular 
tuberculosis, where it does much good. He compared the 
use of sunlight to that of a patent drug if we were not 
familiar with, or could not measure, the dosage of the 
drug. 

Harold Trimble of Oakland, formerly of Colfax, and 
medical director of Weimar Joint Sanatorium and at 
present attending physician of the Alameda County In- 
firmary, San Leandro, read a paper on “Tuberculosis in 
Childhood.” He stated that no doctor should be expected 
to diagnose tuberculosis of children (i. e., glandular 
tuberculosis) without the use of the intradermal skin test 
and x-ray; that the findings by auscultation, percussion, 
etc., were negative in these cases. Trimble discussed the 
great value of the Preventorium in Alameda County in 
caring for and teaching undernourished children. 

Mrs. Edythe Tate Thompson, secretary of the State 
Bureau of Tuberculosis, talked on the efforts being made 
to build a sanatorium and preventorium in Sonoma 
County. 

After a resolution to endorse the movement of the 
Federated Women’s Clubs in Sonoma County in their 
efforts to obtain a tuberculosis sanatorium the meeting 
adjourned. 


CHANGES IN MEMBERSHIP 

New Members— Addison Fordyce, San Francisco; 
Edward A. Halley, Fresno; Norris R. Jones, Sacramento; 
John M. Kirby, Bakersfield, Angus McKinnon, Joseph 
L. Mullin, Sacramento; Charles A. Short, San Jose; 
Arthur B. Smith, San Diego; Talbert Watson, San Jose. 

Transferred—John F. van Paing, from Los Angeles 
County to Santa Barbara County. 

Deaths—Cline, John W. Died at Santa Rosa, Decem- 
ber, 1925, age 65. Graduate of the College of Physicians 
and Surgeons, Keokuk, Iowa, 1881. Licensed in California 
in 1884. Doctor Cline was a member of the Sonoma County 
Medical Society, the California Medical Association, and 


a Fellow of the American Medical Association. 


The Ischial-Ramic Diameter—John P. Gardiner, 
Toledo, Ohio (Journal A. M. A.), stresses the point 
that the ischial-ramic diameter has an important bearing 


on the proper conduct of labor. Near the end of the 
first stage of labor the presenting part is found in one of 
the oblique diameters, usually the right—a left occipito- 
anterior presentation. In this position the left parietal 
bone of the fetal head is in contact with the left ischial 
spine and the right parietal bone is in contact with the 
inner surface of the descending and ascending rami of 
the pubis and ischium. In the usual presentation, the 
presenting part must be forced against the left ischial 
spine if there is any disproportion between the presenting 
part and this diameter. From detailed pelvic measure- 
ments, Gardiner has found that the ischial-ramic diameter 
averages 9.5 cm., and the distance from the ischial spines 
to the subpubic ligament averages 8.5 cm., making an 
average difference of 1 cm. in the two measurements. 
Gardiner has also found by the examination of women 
in labor and by menstruation of the photographic cuts of 
sagittal sections of women who have died during the 
different stages of labor, that cervical dilatation takes 
place in the plane of the ischial spines, hence, the danger 
to the cervix from laceration can be readily understood. 
In a left occipito-anterior presentation, the danger to the 
cervix is greater from the left than from the right ischial 
spine. Gardiner is convinced that the cervical laceration is 
not caused by overstretching per se or by the asymmetrical 
position of the uterus, but by pinching of the incompletely 
dilated cervix between the fetal skull and the ischial spine. 
He depreciates allowing a woman in labor to exert every 
effort to augment the uterine contractions. This practice 
is extremely poor obstetrics, and before the cervix is 
dilated, is fraught with danger. Any downward traction 
causes the undilated cervix to come in contact with the 
ischial spines. Posterior and anterior and many lateral 
and stellate tears are due to poor instrumentation, 
Gardiner says that to prevent this tearing it is necessary 
to wait for full cervical dilatation; any interference during 
the first stage of labor is fraught with danger, unneces- 
sarily predisposing it to the development of cancer, 
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THOMAS CLAY EDWARDS 
_ 1860-1925 


Thomas Clay Edwards was born in Columbia, Missouri, 
and obtained his education in the common schools of 
that state. He graduated from the St. Louis Medical 
College, Missouri, in 1883, at the age of 22, coming direct 
to Salinas, where he located and practiced his profession 
for forty-three years. As a physician he was representa- 
tive of the best that is to be found in the ranks of general 
medicine. Well qualified by education, study and experi- 
ence in his profession, he had always a clear vision of 
the human element in the case as well as the inestimable 
gift of common sense in meeting the every-day problems 
of family practice. 

That he was eminently successful in his chosen field is 
best attested by the universal esteem and sincere affection 
in which he was held by his community. 

Doctor Edwards was a strong supporter of medical 
organization and always an active worker in medical 
societies. He was a member of the Monterey County 
Medical Society and served as president many times. He 
joined the California Medical Association in 1903 and 
was elected a member of the council before 1904, serving 
continuously, except during his presidential year, until his 
death. He was elected president in 1923-1924, and took 
for his presidential address the subject of “The Doctor 
as He Was, Is and Should Be.” This paper showed such 
breadth of vision and wide understanding of the medical 
profession of today, and its manifold relations and 
problems, that it received a most flattering reception. In 
our meetings, Doctor Edwards represented keen intelli- 
gence, a broad understanding, and a charitable interpre- 
tation. Doctor Edwards was also a Fellow of the American 
College of Surgeons. 

As a man, Doctor Edwards’ best testimonial is the 
affection in which he was held by so many of the profes- 
sion, especially by those whose intimate contact with him 
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for many years, had fixed his value and his worth as 
trusted councilor and certain friend. His ideals were 
of the highest and he lived up to them, his ethical concepts 
were always sound and true to our best traditions. It was 
instinctive in him to think rightly, and in action and in his 
daily life this instinct had become a habit. 

In the community in which he practiced he lent his 
moral support and active energies to all civic betterment. 
He upheld the standards of sanitation; he educated the 
public in medical topics suitable to their needs, and was 
an opponent of intemperance and vice. As a good physi- 
cian, he walked among men as an example of what he pro- 
fessed. He had that sane kindness that never flagged, was 
magnanimous to a fault, and carried in his heart that sym- 
oathetic understanding of life that makes medicine a divine 
art. 

In Thomas Clay Edwards we had the highest type of 
man serving humanity in the greatest of all professions— 
the doctor of medicine. 

He has gone and we shall miss a wise, honest physician, 
a sincere and trusted friend. 


Diphtheria in Certain Large Cities of Europe in 1924 
—The diphtheria death rates in the large cities of Great 
Britain in 1924 were on the whole very similar to those 
observed in the large cities of the United States for the 
same year. The range, however, was somewhat greater 
(in the United States, from 1.6 to 23.0; in Great Britain 
from 0.0 to 25.7). A larger proportion of the British cities 
had a rate of under 10 (73 per cent, as compared with 54 
per cent of the cities in the United States). The Scottish 
cities Glasgow, Edinburgh and Dundee all report high 
rates; that of Aberdeen is relatively low. The average 
death rate from diphtheria in the Scottish cities for the 
preantitoxin period 1858-1895 was much higher than that 
of most English towns. Manchester had a death rate eight 
times that of Birmingham, and London had a rate almost 
exactly like that of New York. There is no obvious 
relation between the degree of industrialization of a city 
and its diphtheria death rate. In Germany the range for 
the thirty-seven cities is from 0.8 (Lubeck) to 19.5 (Mann- 
heim). Berlin and Munich have very much lower death 
rates than either London or New York (Berlin, 2.9; 
Munich, 5.7; New York, 11.9, and London, 12.3). It 
might have been supposed that climatic conditions in 
Germany would make for a somewhat higher rate than in 
England, but 59 per cent of the German cities had rates of 
5.0 and over, and 60 per cent of the British cities had the 
same rates. In the decade 1880-1890, the diphtheria 
mortality was considerably greater in Berlin and the 
German cities than in Great Britain. The cities in France 
make a particularly good showing in diphtheria death 
rates, only one having a death rate above 10, and one 
large city (Toulouse) reporting no deaths from this 
infection. Paris, where diphtheria seems to have been 
about the same as in London during the preantitoxin 
years, had a rate of only 5.4 in 1924, less than half that 
in New York or London but nearly double that in Berlin. 
Of the other European cities Geneva is the only one on 
the honor roll, with no deaths from diphtheria. For the 
most part, even in northern Europe, diphtheria death rates 
in 1924 were very low. It is a little surprising to find 
that Rome has a higher diphtheria mortality than the 
cities of Holland, Belgium, Norway and Sweden. 


Characteristic Changes in Blood Chemistry in 
Whooping Cough—A total of 200 analyses of the blood 
in whooping cough have been made by Joseph C. Regan 
and Alexander V. Tolstoouhov, Brooklyn (Journal 
A. M. A.). Distinct and apparently significant changes 
have been encountered, the most characteristic of which 
were (i) a lowering of the hydrogen ion concentration 
of the blood and (2) a diminution of the inorganic 
phosphorus content. 


“You spoke one day a cheering word 
And passed to other duties; 

It warmed a heart, new promise stirred, 
And painted life with beauties; 

And for the word, the thought, the prayer, 
You'll reap a palm, sometime—somewhere.” 
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Editorials by J. U. Giesy, Associate Editor for Utah 


IGNORANCE—THE WET NURSE OF THE 
CULTS 

Cultism, like a priestcraft form of religion, de- 
pends largely upon ignorance, which engenders a too 
facile faith. And a too facile faith is practically 
gullibility. History will record that the cure of 
ignorance is education. Consequently, in very truth, 
the cure of cultism lies not in professional ravings, 
or attempted anti-cult legislation, but within 
ourselves. 

Any man who has worked long over the dissection 
table, has examined a human spine, has seen how 
wonderfully it is put together, how by a process of 
nature’s own engineering it is trussed and guyed, 
will scarcely credit the statement that it is such a 
loose collection of segments that it is going to slip 
out of alignment every time its mundane user yields 
to the impulse of a good round, rousing sneeze. You 
and I as medical men, then, are immunized by edu- 
cation against the alleged slippery quality of the 
vertebral segments of the thing on one end of which 
we sit and upon the other end of which our head 
rests, but—what of the man in the streets? 

To the average man there is a mystical something 
in the name of doctor, and it matters little to him 
whether the doctor is an M. D., or a D. C., or what. 
He is a good deal like a man going into a grocery 
store and buying a can of peas. Peas is peas, and a 
doctor is a doctor and supposed to know what he is 
talking about, and so if the “doctor” tells the poor 
chap that his vertebrae are wandering around like a 
lot of badly trained raw recruits who can’t keep an 
alignment, he is prone to believe. 

Hence, it is up to us to instruct the man in the 
streets to a point where, when he hears such a state- 
ment, he will recognize it even as we do, as ridicu- 
lous. And the ridiculous is a thing at which the 
average man will laugh. 

Much has been done along the lines of education 
already in health clinics, in radio talks, in lectures. 
As proof of this it is interesting to note how many, 
many women now report themselves to their doctor 
at the first discovery of a tumor in the breast. This 
is but an illustration, but it can surely be carried 
into the general medical field. It will take some 
time, some work. But surely, if in the end, we shall 
arrive at a point where the public will understand 
that educated physicians are working not only for a 
living but for the actual scientific welfare of the 
race and the individual patient, then all the effort it 
may require will be well spent. And should such a 
point be arrived at, then it will be certain that most 
of the cults will fade away in the light of a lessened 
ignorance. 

Because ignorance and blind faith go hand in 
hand together. The savage believes in his witch 
doctor. The ignorant peasant accepts the gospel of 
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his priest. The ignorant layman takes what the 
doctor tells him as truth. The child blindly trusts 
its parent—but with age and education the child 
begins to ask “why.” And so it seems to us that the 
best weapon to turn against cultism, whose wet 
nurse is the still enduring ignorance of the masses as 
applying to true medical science, is to constitute 
each man himself an apostle and consistently and 
continually instruct each of his patients to a point 
where intelligent co-operation shall replace that 
ignorance. Along such a program the movement for 
the examination of the apparently well is a step, and 
a big one, in the right direction. Every convert to 
such a check-up on his physical condition becomes a 
potential factor in a wider education of the masses 
in what the profession today is really seeking to 
attain. It is a big job, but let us each one get at it. 
Many hands can make, and long before this have 
made, light work of jobs as big as this. And to make 
a false claim appear in the ridiculousness of all its 
falsity is about the strongest argument against it one 
can use. This reminds us of a rather gruesome little 
story told us by a local doctor who was called to a 
house where a man lay dead, and a member of a 
certain cult was trying to “‘adjust” the spine of the 
corpse! We understand that the family of the 
deceased no longer have so facile a faith in that 
particular cult. Our doctor friend did not say 
whether he found anything wrong with the patient’s 
spine, but he seemed to feel that something had 
“slipped” even if only the patient himself across the 
River Styx. 

Here, then, is a practical work of both self and 
racial advantage for every doctor in Utah, or the 
United States, or the world. Let’s go! Ignorance 
cannot resist a consistently laid down barrage of 
demonstrable facts. 


PLEASE! " 


Once more as in the past, the editor, now that 
elections in the component societies of the State 
Association are over and new secretaries are elected 
and installed, wishes to appeal to these several 
gentlemen to cooperate with him in the task of 
giving the state news a general reporting through the 
Utah section of CALIFORNIA AND WESTERN 
MEDICINE. 

Once more he wishes to ask them in the most 
interested spirit to send to his address—Felt build- 
ing, Salt Lake City—brief reports of their society 
meetings, and any other items of interest affecting 
medical activities, either public or personal, in their 
sections of the state. If they will do this, we can 
have the best section we have ever had, and we can 
tell each other what we are doing in our own 
districts—we can keep in touch. 


May we not hope that some or all of the newly 
elected officers will accept this invitation to co- 
operate? 


Utah Notes (reported by J. U. Giesy, associate editor) 
—Claude Shields, chairman of the scientific committee of 
the Utah Association for the next annual meeting, has 
begun work looking to the obtaining of a creditable pro- 
gram. Frank Bartlett of Ogden will visit California with 
the object of conferring with speakers there and if pos- 
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sible arranging to gain their attendance at the state 
meeting. Until it is determined just what arrangements 
can be made, the council has decided to set no definite 
date for the meeting, but to be governed largely by the 
convenience of obtaining the best list of speakers at the 
most convenient time, based upon their other engagements. 





Health talks over the radio as a means of putting the 
general public in touch with modern medical advances 
and thereby educating them in the aims and endeavors of 
the profession, are proving more and more popular as 
time goes on. The program as planned will be continued. 





The excavation for the new Medical Arts building has 
been completed and work is to be started as soon as con- 
tracts are let, which we understand will be about the 
first of February. The building will be ten stories in 
height and constructed to fill the needs of the medical 
and dental professions in every sense. There will be an 
auditorium open to all professional societies and a refer- 
ence library. As an indication that this building will fill 
a long felt want, every foot of floor space is already 
engaged by local mediocos and dentists. 





During December the Weber County Society held its 
annual banquet and election, to which officers of the 
State Association were bidden as honorary guests. Presi- 
dent Gibson of the State Association, F. Steele, secretary; 
Calderwood and Lecompte attended. T. B. Beatty, secretary 
of the State Board of Health, was also present. E. M. 
Conroy was toastmaster and the Rev. J. W. Hyslop was 
the orator of the evening. Short talks were made by 
Gibson, Calderwood, and Beatty. The banquet was a 
very enjoyable affair. The election of officers resulted in 
the choice of E. R. Dunke, President; W. R. Brown, Vice- 
President; H. C. Strangquist, Secretary-Treasurer; F. K. 
Bartlett, E. C. Rich, E. B. Mills, W. J. Wright, W. A. 
Whitlock, and E. M. Conroy, Delegates, and G. C. Moyes, 
H. W. Nelson, E. Z. Tanner, and L. S. Merrill, Alternates. 





Elections recently held in the various county societies 
outside of Ogden and Salt Lake give the following selec- 
tions of officers for the several societies for the ensuing 
year: 

Box Elder County—President, R. A. Pearse; Vice-Presi- 
dent, E. A. White; Secretary-Treasurer, A. D. Cooley. 
Delegate: O. D. Kuke. Board of Censors: E. A. White, 
E. A. Weymuller, L. D. Manhannah. 

Cache County—President, P. W. Elisson; Vice-Presi- 
dent, W. B. Preston; Secretary-Treasurer, E. Worley. 
Delegates not yet announced. 

Utah County—President, Fred R. Taylor; Vice-Presi- 
dent, V. P. Richards; Secretary-Treasurer, Arnold Robi- 
son. Delegates: E. S. Hughes, R. S. Clark, O. Grua, P. M. 
Kelly. Alternates: J. W. Aird, L. D. Stewart. Board of 
Censors: L. W. Oakes, B. C. Linebaugh, J. W. Hagen. 

President Gibson announces the appointment of the 
following committees of the State Association: 

Scientific Committee—Chairman, Claude Shields; F. K. 
Bartlett of Ogden, W. L. Rich; Steele, secretary. 

Public Policy and Legislation—Chairman, John Z. 
Brown; Fred Taylor of Provo, E. F. Root, Gibson and 
Steele. 

Public Health and Instruction—W. C. Christophersen, 
E. M. Neher, R. A. Pearse of Box Elder, H. Jeidel, 
S. G. Paul. 


Officers’ Reserve Corps—C. S. Baldwin, chairman; 
H. P. Kirtley, Roy Wilson. 
Conference Committee for Industrial Commission— 


R. S. Pendleton, chairman; J. Hosmer of Murray, L. N. 
Ossman. 





S. H. Besley has been appointed prison physician. 
The board of corrections confirmed the appointment of 
S. H. Besley as state prison physician at a meeting held 
Thursday afternoon at the state capitol. All the members 
of the board, except James Ivers, who was absent, voted 
“aye.” Dr. Besley assumed his new duties Friday, suc- 
ceeding George H. Allen, who resigned a month ago, 
effective January 1. Doctor Besley is a native of Salt 
Lake. He was educated in the Salt Lake schools and is a 
graduate of the University of Utah and of the North- 
western University School of Medicine. He served his 
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internship in Chicago. Later he became connected with 
the Holy Cross Hospital. Dr. Besley was recommended 
for the new position by W. W. Barton, Democratic 
county chairman. 





Willard Christophersen has been continued in his posi- 
tion of city health commissioner of Salt Lake, together 
with the present personnel of the city’s health staff. We 
feel that it is a move in the right direction to fill such 
offices as those upon which the public welfare or health 
may depend with men of proven worth as a sole con- 
sideration, rather than to make any such appointment 
depend upon political preferment. 





Beginning the second Wednesday in January, Major 
S. C. Gurney of the 104th Division Reserve, will hold 
bi-monthly meetings for the instruction of Medical Re- 
serve Officers, in an advanced course of instruction, which 
is, in reality, a new first course designed to put the 
medical army reservists in close touch with the duties and 
functions of their positions as medical officers of the army. 
Meetings will be held in the quarters of the U. S. 
Veterans’ Bureau, beginning at 7 o'clock. Men taking 
these lectures will be given credits in the same degree as 
those taking the parallel course in writing. As a fellow 
reserve officer, we would urge all reserve medical officers 
to attend these meetings and gain the full benefit of 
Major Gurney’s talks. 





Election of the Holy Cross Hospital Clinical Association 
resulted in the choice of Fred Petersen, chairman; R. C. 
Pendleton, secretary-treasurer. 





The Wasatch Academy resumed sessions January 7, 
after the holiday recess. Meetings will be held each 
Thursday night from now until the end of April. 





In accord with the instructions adopted at the last 
annual session of the State Association, the Committee on 
Public Policy and Legislation, John Z. Brown, chairman, 
interviewed the senior Senator from Utah, Reed Smoot, 
during his last visit to the city, in regard to a reduction 
of the Harrison Act annual fee of $3 applying to physi- 
cians and dentists, also as to the possibility of gaining an 
income tax reduction for physicians as applying to ex- 
penses occurred in attending medical conventions and 
post-graduate work. 

Senator Smoot favored the return of the narcotic tax to 
the original $1 which existed prior to the war increase, 
but was very dubious about the possibility of obtaining 
any leeway as applying to educational expense and income 
taxation. He thought it possible that some such exemption 
might be given to physicians of limited income—say up 
to $2500 per year. He promised to confer with Secretary 
Mellon upon his return to Washington, with a view of 
obtaining any action which might be gained. That he 
has kept his promise is evidenced by the following letter 
just received by Doctor Brown: 


January 12, 1926. 
Dear Dr. Brown: 

I am in receipt of your note of January 6, 1926, in 
which you enclose copies of letters, one to Dr. William C. 
Woodward, Chicago, Ill., a letter from Dr. Earl C. Sage 
to Dr. S. G. Kahn, and a letter to Dr. Earl C. Sage, 
Omaha, Neb., signed by yourself. 

Answering your note will state that the Senate Finance 
Committee today approved of the reduction of the nar- 
cotic tax from $3 to $1, but no final action was taken upon 
permitting physicians to deduct from their income tax 
reports the expense they have to meet in attending medical 
conventions and undertaking post-graduate work. 

I brought up the question of allowing the deduction to 
physicians, whose income does not exceed $2500 per year. 
A number of the committee desired time to think over the 
proposition, and so the question of allowing the exemption 
held over for tomorrow or the next day. 

With very best wishes, I remain, 

Yours truly, 
(Signed) Reep Smoor. 


Salt Lake County Medical Society, December 14, 
1925 (reported by M. M. Critchlow, secretary) —The 
annual meeting of the Salt Lake County Medical Society 
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was held this date with President John Z. Brown. Seventy- 
five members and two visitors were present. 


A resolution passed by the Chicago Medical Society 
was read. F. E. Steele moved that the resolution with 
certain substitutions be adopted by the Salt Lake County 
Medical Society, the resolution to read as follows: 


“Whereas, The American Public Health Association at 
its annual meeting in St. Louis, in October, 1925, listened 
to an address by one of its members, favoring a new 
doctor in each community where a health officer is needed, 
to be known as a Doctor of Public Health, and 

“Whereas, Several institutions of learning have intro- 
duced courses in public health, whereby a layman as well 
as a physician, may be instructed and in a comparatively 
short time qualify as a Doctor of Public Health, (D.P.H.) 
and be allowed to advise; qualify and practice preventive 
medicine, and 

“Whereas, In all probability a bill to license a so-called 
D.P.H., will be introduced into the next session of the 
State Legislature of Utah, and 

“Whereas, the Salt Lake County Medical Society be- 
lieves that all health officials should first be physicians 
(M.D.), who have the proper knowledge of the science 
concerned in public health, and that such knowledge 
oa be gained by any layman in two or three years, 
an 

“Whereas, Such an arrangement of a layman being a 
health official, places a double expense on the community, 
since it is necessary for the community to then procure the 
service of an M. D., in addition to a layman, and 

“Whereas, The state confers on an M.D. the right to 
practice medicine and surgery in all its branches, while 
the special licensing of a D. P. H. would be special legisla- 
tion tending to take from an M.D. that right. 

“Therefore Be It Resolved, That the Salt Lake County 
Medical Society believes all positions of trust pertaining 
to public health in any community should be held by 
physicians (M.D.), and not by laymen holding D. P. H. 
licenses, and 

“Be It Further Resolved, That the Salt Lake County 
Medical Society views with displeasure any move on the 
part of the American Public Health Association, which 
may express a desire to replace physicians as health 
officials by laymen with D. P. H. licenses.” Seconded and 
carried. 

This resolution discussed and commended by Fred 
Stauffer. He moved that the Committee on Public Health 
and Legislation be requested to investigate such organiza- 
tions in this county and report to the society at an early 
date. Seconded and carried. 

President John Z. Brown addressed the society on the 
activities of our organization for the past year. He urged 
co-operation for our own protection and explained certain 
apparent hostilities of the laity to our profession. His 
masterly talk was highly applauded. 

The following officers were elected for 1926: President, 
F. H. Raley; Vice-President, W. G. Shulte; Secretary, 
M. M. Critchlow; Treasurer, Joseph E. Jack. Member 
of the Board of Censors: John Z. Brown. 


Meeting January 11, 1926—Ralph Tandowsky read a 
paper on “Serologic Studies of Proteinurias,” based on 
experimental work, from which the following conclusions 
were reached: 


“(1) Horse globulin is definitely eliminated by the kidney 
of human and dog; (2) Intravenous injection apparently 
results in a more rapid elimination of protein by way of 
the kidney than other parenteral routes studied by other 
writers; (3) When administering large doses of serum in 
disease by the intravenous route, there is no question but 
that some of the serum proteins are filtered through the 
kidney; (+) The present study indicated the use of highly 
concentrated serums in the treatment of disease.” 

W. G. Schulte, in discussing “Pyelography and Its 
Complications,” reported history, physical and laboratory, 
and autopsy findings of a case of carcinoma of the pan- 
creas with metastases in the liver and a diffuse nephritis 
in the left kidney. The patient developed a uremia follow- 
ing bilateral pyelography from which he recovered, suc- 
cumbing later to the carcinoma. 

J. Albert Peterson and Grover R. Bradley were elected 
to membership. 
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Nevada State Medical 
Association 


A. J. HOOD, M. D., Elko 
HORACE J. BROWN, M. D., Reno 
inevbaiiehiedeteinelin Secretary and Associate Editor for Nevada 


Washoe County Medical Society (reported by John 
A. Fuller, secretary)—The Washoe County Medical 
Society held a meeting on January 7, 1926, in the 
auditorium of the Y. M. C. A. building, President Henry 
Albert presiding. 


Doctor Albert, the new president. appointed the follow- 
ing committees for 1926: Public Health—C. E. Piersall, 
chairman; A. R. DaCosta, M. A. Robison. State hospital 
visiting staff—Medicine—C. W. West, S. K. Morrison, 
John Tees. Surgery—A. Parker Lewis, Vinton Muller, 
Donald MacLean. Eye, ear, nose, throat—D. L. Shaw, 
J. LaRye Robinson, J. A. Fuller. Anaesthetics—M. A. 
Robison, W. L. Samuels. Radiology—C. E. Piersall, W. H. 
Kingsbury. Genito-Urinary—B. H. Caples. 


Earl C. Crevaling’s application for membership was 
read, and referred to censors. 


Doctor Albert briefly discussed the advisability of hold- 
ing meetings at the homes of members of the society, and 
announced that the next meeting would be held at the 
home of C. E. Piersall. 


Thomas W. Bath reported a case and demonstrated the 
specimen of hematoma of the ovary. Etiology, pathology 
and symptoms of this unusual condition were discussed 
by the author, Dalby and Albert. Bath also presented a 
hydatidiform mole for discussion. 


Richard A. Bolt, (Berkeley, California), had for his 
subject the prevention of simple goitre. He traced the 
prevalence of this disease as far back as 2000 years ago, 
in China and India, and gave a brief resume of present 
endemic centers. The assertion was made that the region 
east of the Sierra Nevada range was becoming known as 
an endemic goitre center. The author emphasized the 
possible harm from too much iodin as a preventive, and 
the danger of self dosage by the laity. The importance of 
careful examination of school children and the accurate 
classification of the types of goitre found by competent 
physicians was stressed. 


In the ensuing discussion, Morrison suggested the 
danger of iodin treatment after adolescence. J. L. Robin- 
son suggested the importance of cleaning up the noses and 
throats of goitre patients, and Muller said this was 
particularly advisable in toxic cases. Walker reported but 
few cases found among school children in grades below 
the junior high school, and suggested that more could be 
accomplished in educating the public, by taking the matter 
up as a community problem rather than in the school. 
Upon motion of Bath a vote*of thanks was tendered 
Dr. Bolt for his splendid paper. 


Morrison moved that the committee appointed some 
time ago to investigate local conditions with regard to 
goitre and formulate a plan of propaganda, report at next 
meeting. Carried. 

Attendance—Members: Morrison, Muller, Riley, Ser- 
voss, Lehners, Blake, Brown, Da Costa, Tees, Piersall, 
Bath, Walker, Robinson, Dalby, W. H. Hood, Pickard, 
Caples, Albert, and Fuller. 


Visitors: Richard Bolt, Berkeley, California; Dr. 
Crevaling, Miss Stillwell of the University Extension 
Bureau. 


The Interconvertibility of “Rough” and “Smooth” 
Bacterial Types—Edwin O. Jordan, Chicago (Journal 
A. M. A.), asserts that single-cell strains of paratyphoid 
bacilli of the R and S type can more or less regularly be 
made to yield cells of the opposite type by appropriate 
treatment. A non-virulent strain can at will be converted 
into a virulent, and the virulent strain so produced 
possesses certain correlated characters, such as agglutin- 
ability and colony type formation, which distinguish it 
from the parent cell. 4 
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NEWS ITEMS FROM THE CALIFORNIA 
BOARD OF MEDICAL EXAMINERS 


C. B. PinxuaM, M.D., Secretary 


The San Fraficisco Bulletin, under date of December 14, 
1925, mentions the Board of Medical Examiners in a list 
of fifteen state commissions showing a profit during the 
last fiscal year. 





Davis Grisso, M. D., whose license was revoked by the 
Board of Medical Examiners, October 18, 1923, which 
revocation was upheld by the decision of the Appellate 
Court on December 21, 1925, petitioned the District Court 
of Appeal for a rehearing. 





In granting an injunction sought by Percy Purviance, 
president of the Berkeley College of Chiropractic, a 
decision rendered by Superior Judge Murasky, December 
31, 1925, relates that the State Board of Chiropractic 
Examiners lack authority under their initiative act to 
investigate schools and colleges purporting to give a 
course of instruction required under the Chiroprat¢tic Act. 
(An unfortunate condition.) 





The ouster proceedings brought against the State Board 
of Chiropractic Examiners by Percy Purviance, head of 
the Berkeley College of Chiropractic, were thrown out 
of court in Sacramento by Superior Judge Malcolm 
C. Glenn, who ruled that Purviance had no authority 
as a private individual to file charges against state 
officers, according to the Woodland Democrat of Decem- 
ber 11, 1925. 





Allen Mills, chirothesian, Richfield, Tehama County, 
whose conviction of violation of the Medical Practice Act 
was recently sustained by the Appellate Court, decided to 
drop the fight and has paid a fine of $200, imposed follow- 
ing his original conviction. 





The hearing of habeas corpus writ for Dr. J. S. Leib- 
man, applicant for reciprocity license, reported arrested 
in Los Angeles on the strength of a telegram from 
Atlanta, Georgia, stating that he had been indicted there, 
was postponed until a later date, according to the Los 
Angeles Times of December 15, 1925. 





The City of Riverside proposes to pass an ordinance 
requiring a quarterly license fee of $3 to be paid by those 
licensed to practice as physicians and surgeons, osteo- 
paths, dentists, chiropodists, attorneys, etc. 





The Los Angeles Examiner of December 29, 1925, 
relates that the federal prohibition director proposes to 
wage a wholesale campaign against violation of the Vol- 
stead Act on the part of physicians and surgeons, as well 
as druggists. 





According to the Ventura Star of November 25, 1925, 
the medical kit and doctors’ bag belonging to Dr. Blaisdell 
of Santa Paula, reported stolen from the veranda at the 
home of Dr. Allen Peek, was found the following morn- 
ing under the porch of another Ventura home, the thief 
having stripped the bag of hypodermic needles and 
narcotics. 





The Fresno Bee of December 14, 1925, relates that John 
E. Beck, M.D., Charles E. Brown, M.D., and C. R. D. 
Rinkler, M.D., appeared before United States Judge 
Edward J. Henning in Fresno, in answer to charges 
alleging violation of the Harrison Narcotic Act. 





“While Charles A. Baxter, one of San Francisco’s old- 
time medicine men, was facing the police court today on 
a charge of practicing medicine without a license, his two 
assistants, Arthur B. Nelson and T. J. O’Hara, naturo- 
path, of 1028 Market street, were served with a summons 
to appear before the State Medical Board. . . . Baxter 
formerly operated the Globe Dispensary. . . . He was 
fined $400 in the federal court on May 13, 1915, for 
using the mails to defraud.” (San Francisco, December 
14, 1925.) 
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“Dr.” H. G. Russell, recently arrested at Buena Park 
on a charge of violation of the Medical Practice Act, 
was reported to have sent a telegram to the judge stating, 
among other things, “I wish you would have the case 
dropped, if possible, as it causes me much worry. ba 
According to the Santa Ana Register of November ‘28, 
1925, he plead guilty and on December 18, 1925, a fine of 
$200 was imposed. 





According to the San Francisco Examiner of December 
31, 1925, the arrest of United States Health Commissioner 
at Kodiak, Alaska, was announced in a cable from the 
U. S. marshal at Valdez, and it was related that the 
commissioner serving “under the name of R. E. McKibben 
is declared by officers in reality to be none other than 
Dr. E. M. Webb, notorious criminal, who has served 
twenty-three years in prisons throughout the country, 
despite his education and refinement.” It is alleged that 
Webb, while imprisoned at McNeil Island, became 
acquainted with Dr. R. E. McKibben, Canadian physician, 
“who was serving a term for being involved in a nar- 
cotic transaction,” and that as a result of this acquaint- 
ance, Webb ascertained McKibben’s financial resources, 
stole Dr. McKibben’s receipts, and learned to copy his 
signature; that on Webb’s release he decided to become 
known as Dr. McKibben and is alleged to have forged 
checks on the Canadian bank where the real Dr. Mc- 
Kibben had an account. These checks were cashed by a 
Seattle physician and occasioned Webb’s arrest on a 
charge of forgery. The records of the Board of Medical 
Examiners show Rupert E. McKibbon, 522 Seaboard 
building, Seattle, a graduate of the University of Toronto, 
Canada, 1897, was issued certificate No. 5457 on registra- 
tion of diploma in 1900. A thorough investigation is being 
made. 





G. F. Smith, referred to as a Crete Indian, and alleging 
himself to be a doctor, recently plead guilty in Los 
Angeles to a charge of violation of the Medical Practice 
Act. He claimed to have practiced twenty years in Texas, 
but information received from the Texas Board relates 
no such individual is licensed in that state. Our inves- 
tigator reported G. F. Smith showed him a diploma from 
the Metropolitan Medical College, dated July, 1900, one 
of the institutions mentioned in the American Medical 
Journal of December 16, 1911, page 2014, as “a notorious 
diploma mill that was put out of business by the govern- 
ment.” 





The preliminary hearing of Paul Sandfort, referred to 
in the news items of the January issue, was put over 
from November 27, 1925, to December 16, 1925, on account 
of a health certificate from his physician, Emil Hund, 
M.D., stating that Sandfort was ill, suffering from 
arterio-sclerosis. On January 6, 1926, Sandfort was re- 
ported held to answer for trial in the Superior Court of 
Alameda County and released on cash bail of $1000. 





A report from our Special Agent Henderson relates the 
arrest of George D. Johnson, Stockton, California, on 
January 4, 1926, charged with a violation of section 
274 of the Penal Code (criminal abortion) and with 
violation of section 17 of the Medical Practice Act. Prior 
reports show that G. D. Johnson plead guilty in Stockton, 
December 3, 1923, to a charge of violation of the Medical 
Practice Act, since which time complaints have come to 
us of alleged violations on the part of “Dr.” Johnson, 
who is reported to be a druggist. 





According to reports, W. Roy Graham, claiming chi- 
ropody credentials, recently paid a fine of $100 in Los 
Angeles County on a charge of violation of the Medical 
Act, our investigator relating that “Graham cheerfully 
admitted . . . that his serum treatment was ‘the bunk.’ ” 





Edwin F. Ott, holder of a drugless sanipractic license 
from the State of Washington, and an alleged graduate 
from the American University, College of Chiropractic 
(Chicago), 1918, the certificate of which refers to 


“Reverend Edwin Forest Ott,” was recently arrested in 
Riverside on a charge of violation of the Medical Practice 
Our investigator reports his sign read: 


Act. “Dr. E. F. 
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Ott, Drugless Physician,” and that at the time of Ott’s 
arrest there were found in his possession “so many different 
packages of herbs, powders, pills, tablets, liquid medicines, 
etc., that we took only a small part of them into court. 
. . » His record book shows that some of his patients had 
‘indijestin.’ ” 





Special Agent Henderson reports Walter N. Thompson 
(whose name is not listed as licensed in the United 
States), complained of as practicing medicine at a hotel 
on Eddy street, San Francisco, without the formality of 
obtaining a license, and who could not recall the name of 
the medical college from which he claims to have 
graduated, plead guilty December 19, 1925, and on 
January 9, 1926, was granted two years’ probation by 
Judge Pat Parker in Department 12, San Francisco 
Superior Court. 





Recent press dispatches relate that “Bishop” Helmuth 
P. Holler, head of the Oriental University, alleged to have 
issued diplomas in wholesale quantities, was recently 
found guilty in Washington, D. C., of conspiracy to mis- 
use the mails. It is related that a catalog of the Oriental 
University is said to show about 700 various degrees were 
issued; that a medical degree is said to have cost $100 
and could be obtained in six, and sometimes, in three 
months; a dental degree cost $75, and a doctor of 
divinity, $55; that the faculty met once a month to sign 
diplomas, and that each member received 25 cents per 
signature. 





A press dispatch dated Washington, D. C., January 9, 
1926, relates that “Bishop Helmuth P. Holler, convicted 
of operating a fake diploma mill in connection with the 
Oriental University here, today was sentenced to two 

- years in the penitentiary and fined $1000.” Dr. Robert 
Adcox and Sam Kaplan, both of whom were prominently 
mentioned in the national diploma mill expose, defendants 
with Holler, were each reported as sentenced to forty days 
in jail. 





The St. Louis Star of December 21, 1925, relates that 
Waldo Briggs, dean and owner of the St. Louis College 
of Physicians and Surgeons, the charter of which the state 
is now seeking to cancel, lost in the Circuit Court his 
fight to retain his license to practice medicine in Missouri. 
Following the diploma mill activities in which the name 
of Dr. Briggs and his college were prominently mentioned, 
the Missouri board, after a hearing, revoked Waldo 
Briggs’ license. 





According to press dispatches, an indictment charging 
Dr. Ray Beaman Horton of Purdy, Missouri, with third 
degree forgery in connection with the medical diploma 
mill scandals of Missouri, was quashed December 12, 
1925, based upon the defendant’s contention “that the 
indictment did not set forth an offense against the Mis- 
souri law.” Horton is reported to have been specifically 
charged with forging the name of a fictitious person to 
what purported to be a statement of graduation acquired 
at the Independence (Missouri) High School by Bess 
Walker Sharp, an applicant for a medical license in the 
State of Missouri. The judge is reported to have said that 
the “action Dr. Horton was charged with was morally 
reprehensible and should be made punishable by law.” 
The recommendation was also made that the matter be 
referred to the State Board of Health to determine 
whether Dr. Horton’s license should be revoked. 





G. M. Closson, reported recently to have plead guilty to 
a charge of violation of the Medical Practice Act in Los 
Angeles and to have paid a fine of $200, developed a new 
idea in aesculapian finance. He is reported to have 
solicited life insurance and after his prospect had been 
examined by the company physician, Closson is alleged to 
have informed his prospect that he was suffering from 
some constitutional complaint which Closson could cure 
for a specified sum. He thereafter supplied his prospect 
with medicines. One individual complained hé had paid 
Closson $29 for two bottles of medicine and during the 
course of treatment paid Closson a total of $150. 
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Selected short letters and abstracts from longer communications from readers 
are published when they remain within the bounds of decorum and law and 


contribute anything of value. Hereafter the name and address of the writer 
will be given. A pen name will be published on the author’s request, and 
letters to the editor not intended for publication should be marked “personal.” 


San Francisco, January 15, 1926. 
To THE EpiTor: 

We are enclosing herewith copy of our letter of 
January 13, addressed to the Fresno Republican, answer- 
ing the criticism of the Board of Medical Examiners made 
by Dale Frane, secretary of the Orange Cove Chamber of 
Commerce, and we are wondering whether you consider 
this matter important enough to publish in the Journal. 

C. B. PinkHaM, M.D., 
Secretary-Treasurer, California Board of 
Medical Examiners. 


Sacramento, January 13, 1926. 
GENTLEMEN: 

The Fresno Republican of January 11, 1926, printed a 
news story wherein it was related that Dale Frane, 
secretary of the Orange Cove Chamber of Commerce, had 
scolded the Board of Medical Examiners in a speech he 
made at the annual meeting of the San Joaquin Valley 
Commercial Secretaries recently held in Fresno. His un- 
warranted criticism calls for our reply, and we feel sure 
that you will give this the same prominence as the news 
article above referred to, headed “Orange Cove Needs 
Doctor.” 


We are charitable enough to assume that Mr. Frane, 
over-zealous in his enthusiasm as secretary of the Orange 
Cove Chamber of Commerce and without investigation, 
made the charges that the Board of Medical Examiners 
discriminated “in their examinations of applicants .. . 
from other states and in favor of California graduates 
from ... medical colleges,” without knowledge that there 
is no possibility of any examiner knowing the identity of 
the individual whose paper he is correcting. 


Mr. Frane opines that the only chance for Orange Cove 
“is to attract a doctor already established in the east or 
middle west but who, because of the desire to come to 
California, may be content to locate in a small town and 
grow up with it.” i 

He is evidently unaware that during the past twelve 
years the California Board has recognized the credentials 
of over 3860 doctors from the various states in the Union 
and has granted each of them a license to practice in this 
state without requiring of them a written examination; 
yet Orange Cove has been neglected, and the Board of 
Medical Examiners is censured for this neglect. 

Mr. Frane must also be unaware that during the past 
eleven years over 2000 physicians and surgeons have been 
admitted to practice in this state after having passed 
what he terms “examinations so tricky and severe that 
few of them are able to pass.” 

Over 5860 doctors have been licensed in California 
during the past twelve years, and yet Orange Cove is 
without a doctor. 

Some months ago the writer received an appeal from 
the Orange Cove Chamber of Commerce, urging that we 
send a doctor to that community, Mr. Frane therein 
stating that the location is good but exacting that the man 
be “a good conscientious physician, but who must be a 
good, up-to-date man and one with a good personality.” 
We have personally referred many applicants to this 
prospective location, yet but one has elected to “locate in 
a small town and grow up with it.” 

Of this pioneer, a recent correspondent relates: 


“There was a doctor at Orange Cove about a year 
ago, and there were not enough people there to support 
him. He had to move away. ... The people are well 
taken care of by the doctors at Dinuba, Reedley, Orisi 
and Cutler... .” 

Doctors, like other human beings, must earn the where- 
withal to live for we know of no charitable organization 
that will support the doctor who is content to “locate in 
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a small town and grow up with it,” and whose remunera- 
tion is not sufficient to pay his living expenses. 

Statistics show that the automobile, combined with good 
roads, are responsible for the rural doctor seeking the 
larger centers of population, easy of access to subur- 
banites, practically all of whom now own automobiles. 


Boarp OF MepICcCAL EXAMINERS OF THE 
STATE OF CALIFORNIA, 


Cuarces B. PINKHAM, Secretary. 





January 15, 1926. 
To THE EpirTor: 

For several years past complaints have come to us 
regarding individuals traveling in pairs who pose as 
specialists on the eye and through some “hokum” suc- 
ceed in defrauding individuals of large sums of money, 
following alleged operations on the eye. 


We are enclosing herewith a report of our special 
agent, dated San Francisco, January 14, relating to two 
individuals reeently apprehended in Fresno County and 
we believe that this report would furnish interesting 
reading in CALIFORNIA AND WESTERN MEDICINE. 


Cc. B. PinxuaM, M.D., 
Secretary Board of Medical Examiners. 


With non-essentials eliminated, Mr. Henderson’s inter- 
esting report says: 


Dear Doctor: 


On January 7 the above individuals were arrested in 
Fresno County, were jointly charged with obtaining 
money by false pretenses, and for violating the Medical 
Practice Act. 


On January 13 both defendants waived a preliminary 
hearing before Justice of the Peace Holderman in the 
city of Reedley and were thereafter held to answer to the 
Superior Court of Fresno County, being remanded into 
custody for failure to produce bail in the sum of $5000 
cash each. 

The arrests grew out of the complaint of Mrs. Emily 
Howard, who resides near Reedley, who had on January 
7 paid the two defendants the sum of $500 for an alleged 
“eye operation.” 

Briefly, the facts of the complete transaction, as related 
by Mrs. Howard, are that during the month of August, 
1925, two individuals called at her home, representing 
that one of them was an optician and that the other was 
a physician and that both of them represented the St. 
Francis Institute at Denver, and after some conversation 
with her, discovered that she had an affliction of the 
eyes and after the administration of a remedy to her 
eyes, which they claimed to contain radium, removed 
three “films” from each eye, Mrs. Howard describing 
these “films” as having the appearance of a very thin 
transparent piece of rubber, $600 being charged and 
paid for this “operation.” 

During the month of November, 1925, two different 
individuals called upon Mrs. Howard, saying that the 
purpose of their visit was to determine whether or not 
the operation performed during the month of August had 
been successful, saying that the doctor in the last instance 
was one of the staff of the institute above mentioned, and 
again, after a very ostentatious examination of Mrs. 
Howard’s eyes, a second operation was performed, at 
which time two films were taken form each eye and the 
sum of $600 paid for this operation. 

When the above defendants called upon Mrs. Howard 
on January 7, they told her practically the same story as 
did the second pair, namely, that Faircloth was the 
optician and that Gebhart was a member of the staff of 
the St. Francis Institute in Denver and that they had been 
requested by the institute to call upon Mrs. Howard to 
determine whether or not the two previous operations had 
been a success and, after the examination made by 
Gebhart, he informed Mrs. Howard that he regretted to 
tell her that it had not been successful and that a third 
operation would be necessary. The operation was there- 
upon performed and one “film,” answering the description 
of the previous “films,” was taken from her left eye, for 
which the sum of $500 was paid. 

Mrs. Howard is very positive in her statement that six 
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separate and distinct individuals called upon her, cover- 
ing the whole transaction. The second two, namely, those 
who called upon her during the month of November, 
resemble the descriptions given us by Mrs. Frank Lilyard, 
Box 3, Oakdale, California, under date of May 28, 1924, 
in which Mrs. Lilyard relates that both men were of 
dark complexion, the taller of the two, who was the 
“doctor,” being about forty to forty-five years of age, and 
the other, the “optician,” Mrs. Lilyard states, being con- 
siderably younger. In the communication above referred 
to, Mrs. Lilyard mailed to us the following receipt, dated 
February 20, 1922: 


“Received from Mrs. Lilyard, $35 in full. L. Edwards.” 


According to Mrs. Lilyard’s communication, the L. 
Edwards, above referred to, was the “doctor.” 

These two men are quite likely the individuals referred 
to in our files as “Pierce” and “Williams,” who operated 
in this community about the same date as referred to by 
Mrs. Lilyard. 

On November 22, 1923, two individuals answering the 
descriptions furnished us by Mrs. Lilyard, called upon 
Mrs. Orilla B. Smith in the vicinity of Easton, Fresno 
County, stating that they represented the St. Francis 
Institute, Denver, Colorado, and representing themselves 
as J. Cooper, who was the optician, and Dr. J. B. Beters, 
who was the physician, and after an alleged operation, 
removed a “film” from the eye of Mrs. Smith after the 
use of what they called radium, and for which they 
charged her the sum of $487.50. Mrs. Smith made out a 
check for this amount, payable to Cooper, who took the 
check in to Fresno for payment, Dr. Peters remaining 
with Mrs. Smith during Cooper’s absence, which was 
apparently for the purpose of preventing her from giving 
the matter too serious thought during the absence of 
Cooper. Cooper returned in a short while with the 
information that she did not have sufficient funds on 
deposit in the Bank of Italy, upon which the check was 
drawn, to cover the amount named, i. e., $487.50, where- 
upon Mrs. Smith destroyed the first check, determined the 
amount of her bank balance, and drew them a check 
accordingly in the sum of $300, which was shortly after- 
wards presented to the bank and paid to Cooper. 
Attached hereto is a receipt signed “Dr. J. B. Peters,” 
as well as the cancelled check above referred to, bearing 
endorsement of “J. Cooper.” 

Official photographs and descriptions of Gebhart and 
Faircloth have already been forwarded, through the State 
Identification Bureau, to the sheriffs of the various coun- 
ties in which these individuals are known to have 
operated and I have arranged through the Identification 
Bureau at Fresno to mail to us one dozen photographs 
of each, showing the official description. It is my purpose 
to mail to each individual throughout the state, as dis- 
closed by our files to have had dealings with “eye 
specialists,” a photograph and description of Gebhart and 
Faircloth, with the hope of identifying them as the same 
individuals who may have worked the same scheme with 
the persons to whom we send these photographs, as was 
worked upon Mrs. Howard. 

I have had complete statements taken from Mrs. 
Howard and from Mrs, Orilla B. Smith of Easton, which 
will be transcribed in the near future, and then made 
a part of our files. 

From the foregoing it is obvious that this scheme is 
operated by a group of at least six individuals. 


H. G. HENDERSON, 
Special Agent. 


A thin diet is the healthiest for the body. But we 
ought chiefly to avoid all excess in meat or drink or 
pleasure when there is any feast or entertainment at hand, 
or when we expect any royal or princely banquet, or 
solemnity which we cannot possibly avoid; then ought 
the body to be light and in readiness to receive the winds 
and waves it is to meet with.—One of Plutarch’s Rules - 
of Health. 


Charles Darwin, according to the Dearborn Indepen- 
dent, once took from the foot of a wandering bird a small 
fragment of earth which, when moistened, and planted, 
produced no less than eighty plants. 
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INTRAVENOUS USE OF DYES 


Some of the fundamental conceptions in the field of 
chemotherapy as it applies to the intravenous use of dyes 
are discussed by John W. Churchman, New York (Jour- 
nal A. M. A., Dec. 12, 1925), to see whether apparent 
contradictions between experimental and clinical results 
may be harmonized and to determine to what extent the 
reigning hypotheses in the chemotherapeutic field are 
justified by fact. First of all, there is septicemia, a word 
which, while purporting to describe a definite disease, 
really includes a large number of different diseases, as 
unrelated in clinical picture, in pathologic basis and in 
gravity of prognosis as measles and typhoid fever. A 
septicemia caused by staphylococcus aureus is one thing, 
a septicemia caused by-streptoceccus hemolyticus is quite 
another, and a septicemia in which bacillus anthracis is 
isolated from the blood is another, and very different 
still. That a staphylococcus aureus septicemia, arising 
from a lesion susceptible to adequate surgical treatment, 
has subsided after intravenous injection of gentian violet 
is no reason whatever for expecting a septicemia caused 
by streptococcus hemolyticus which has reached the blood 
stream from an acute endocarditis to subside. Failure to 
take into account the variation in the seriousness of dif- 
ferent types of septicemia may account in part for the 
conflicting evidence as to the value of the dyes in the 
treatment of this condition. Nevertheless, the coincidence, 
if coimcidence it be, in certain of the cases treated with 
anilin dyes has been too striking to dismiss without care- 
ful scrutiny. No chemotherapeutic substance, however 
effective, may be expected to save cases in which the focal 
infection is inaccessible, in which complications (them- 
selves likely to prove fatal) have already developed, in 
which the vital forces have been drained by the intoxica- 
tion beyond the point of recovery, and in which strains of 
peculiarly resistant bacteria’ are present. It might be 
supposed that the difficulties of reaching a sound conclu- 
sion in this question could be readily overcome by experi- 
mental study, but workers in this field are sorely handi- 
capped by the fact that the very procedures they would 
employ to find out the truth have proved none too reliable. 
That the results of experiments made in glass on the 
phenomena of bacteriostasis cannot always satisfactorily 
be transferred to the animal body is well enough known. 
As a rule, chemical agents are less effective against or- 
ganisms in the living body than against the same organ- 
isms in the test tube. It is also an unfortunate fact, and 
one which is not widely appreciated, that a true bac- 
terial septicemia, corresponding accurately to the disease 
in man, is difficult to produce in laboratory animals. The 
facts, therefore, are not easy to obtain by experiments. 
This is one of the reasons, among many, why the chemo- 
therapy of bacterial disease lags so far behind the 
chemotherapy of parasitic diseases. This lack of a trust- 
worthy instrument of observation has so discouraged cer- 
tain workers in this field as to make them abandon the 
quest and trust the future to empiricism. The discrep- 
ancy between the successes (granting for the moment that 
they are not accidental) and the failures may, in part, 
be harmonized by bearing in mind that no two cases of 
septicemia are exactly alike and that, therefore, uniform 
results are not to be expected. It is possible to harmonize 
also the apparent discrepancy between the absence of the- 
oretical evidence for expecting the intravenous use of 
dyes to be of avail in the treatment of septicemia and the 
moderate degree of clinical success which seems to have 
been obtained. The fact that septicemic patients often re- 
cover spontaneously indicates that the struggle between 
the host and the invader is usually a close one. In many 
cases, doubtless, very little aid might be needed to turn 
the tide of battle in favor of the patient. Such aid might 
be provided by a partial sterilization or even by the pro- 
duction of conditions in the body which make it difficult 
for organisms to grow, though none of them had been 
killed. Certain it is that the present time a sterilisans 
magna, in the original Ehrlich sense, is very difficult if 
not impossible to produce. Would it be advisable to pro- 
duce it if such a thing were possible? It is by no means 
certain that it would, at least in every case. If the blood 
and tissues were invaded by an organism capable of pro- 
ducing an endotoxin, sudden wholesale death of the bac- 
teria followed by lysis and absorption of the freed endo- 
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toxin might well produce serious results. Results of this 
kind do actually follow the injection of large numbers of 
the non-virulent bacillus prodigiosus, which promptly un- 
dergo lysis with the liberation of toxic products and the 
production of severe symptoms. Results of a like nature 
have also been actually reported after the use of sub- 
stances which probably do bring about a large scale de- 
struction of tubercle bacilli. Considerations of this kind 


lead to the conclusion that the failure of dyes to effect a 
sterilisans magna under experimental conditions which 
can be controlled does not absolutely preclude the possi- 
bility of their efficacy in the treatment of septicemia. 


STANFORD UNIVERSITY MEDICAL SCHOOL 
NEWS 


The Medical Faculty passed the following resolutions 
in connection with the death of Albion Walter Hewlett, 
Professor of Internal Medicine and executive head of the 
Department of Medicine: 


“Doctor Albion Walter Hewlett, who died at the Uni- 
versity of Pennsylvania Hospital, Philadelphia, on 
November 10, 1925, at the time of his death was Professor 
of Medicine and a member of the executive committee of 
the Stanford University School of Medicine. He aroused 
in his students an enthusiasm for the application of 
scientific methods to clinical medicine. He was a man on 
whose judgment the medical profession has learned to 
depend. His research in the field of pathological physi- 
ology and his lucid presentation of this subject have 
placed him in the foremost rank of medical scientists. 
To his associates, Doctor Hewlett gave unlimited interest 
in their problems, enthusiasm in their successes and an 
unwavering loyalty. 

“Bt It Therefore Resolved, That in the death of Doctor 
Hewlett, the Stanford University School of Medicine has 
lost an inspiring teacher, the medical profession has lost 
a resourceful leader, medical research has lost a tireless 
worker and we, his associates, have lost a beloved 
friend.” 

Emile Holman, who was appointed Associate Professor 
of Surgery last year, entered upon his duties on Decem- 
ber 1, 1925. 


The Lane Medical Lectures this year were delivered 
by Professor Vittorio Putti of the University of Bologna. 
The subject matter of the course was presented in an 
admirable manner and aroused great interest among the 
members of the medical profession who attended. The 
next Lane Medical lecturer will be R. Magnus, Professor 
of Pharmacology of the University of Utrecht, Holland, 
who will probably deliver his lectures in December, 
1927. 


The teaching in Public Health and Preventive 
Medicine has been completely reorganized and Professor 
E. C. Dickson of the Department of Medicine has been 
placed in charge as acting executive. 


The University has received the following gifts that 
are of interest to the medical school: Donation of $4000 
from Mr. Roy N. Bishop of San Francisco in support of 
research work on diseases of the kidneys that is being 
carried on by Dr. Thomas Addis. Donation of $5000 
from Mrs. Dorothy Fries Lilienthal, to establish a scholar- 
ship in memory of her mother, Florence Hecht Fries, to 
be known as the “Florence Hecht Fries Scholarship in 
Medicine.” 


The Medical Faculty decided last year to increase the 
number of students to be admitted to the medical school 
to fifty in each class. The registration of the medical 
students in the different classes this year is as follows: 
First year, 46; secend year, 50; third year, 35; fourth 
year, 28; student interns, 27. Total, 186. 


“Oh, leave the table while you’re hollew and while you 
still desire to swallow the bill of fare from A to Izzard, 
from soup right down to chicken gizzard. Then you'll 
be cured of your diseases, as laundered dog relieved of 
fleas is.” Thus do the wise and learned physicians attack 
the modern-day conditions. We cure ourselves, by means 
distressing, and pay the doctor for his guessing.”—Walt 
Mason. 
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M. O. R. C. 


Ninth Corps Area—California, Nevada, Utah, Wyom- 
ing, Montana, Idaho, Washington, Oregon, and 
the Territory of Alaska. 


California is still 693 medical officers short of our 
quota for the M. O. R. C.—If all county medical 
societies would make such patriotic response as has been 
the case with the San Diego and Sacramento county 
medical societies and their members, the reserve medical 
officer personnel required from the ninth corps area 
would not only be promptly enrolled but over-subscribed 
several times. 

The Sacramento County Medical Society became 
sponsor, by resolution, for the four medical reserve units 
within its limits, and called upon its members to enroll in 
the Medical Reserve Corps. 

The secretary of that society then addressed a question- 
naire to each individual member, and after three months, 
secured the following interesting results: 


Already members of M. O. R. C. or National Guard... 5 
Willing to join the Medical Reserve Corps.................... 44 








Not willing to join the Medical Reserve Corps........ +4 
SE I I ia sas ceccbansssake Cacia dasencoaceneccsatesrcosbencitiananioncs! NE 
Physically uniit........................ 2 
Not qualified; or women..... ah tee a 3 
Out of town; or no response.................... 11 

I iseseiisic sth ceeasattoin scars tated eesee abel spsiaiagsadndnei seen 


Los Angeles County is showing commendable activity 
and held a successful medico-military night at the meet- 
ing of January 21. 

Surely what San Diego and Sacramento counties have 
done so commendably, can be duplicated by our organiza- 
tions in other important centers. 


ASSIGNMENTS 
Station Hospital No. 139, Communications Zone: 


Major George S. Martin, Med. Res., Knoch Building, 
Susanville, California, as Chief of Medical Service. 

Major Thomas W. Bath, Med. Res., Reno, Nevada, as 
Chief of Surgical Service. 

Captain Ream S. Leachman, Med. Res., 434 Virginia 
Street, Vallejo, California, as Medical Ward Officer. 

First Lieutenant Edward C. Halley, Med. Res., 4137 
Platt Avenue, Fresno, California, as Medical Ward Officer. 

First Lieutenant Zach B. Coblentz, Med. Res., Santa 
Maria, California, as Medical Ward Officer. 


First Lieutenant Norris R. Jones, Med. Res., Sutter 
Hospital, Sacramento, California, as Surgical Ward 
Officer. 

Eighty-eighth Avacuation Hospital, Sixth Army: 


Major William J. Hosford, 57 Nevada Street, Santa 
Cruz, California, relieved from assignment as Assistant to 
Chief of Surgical Service and assigned as Executive 
Officer and Fire Marshal. 

First Lieutenant Theodore E. Reynolds, Med. Res., Uni- 
versity Hospital, San Francisco, California, as Surgical 
Ward Officer. 

First Lieutenant Harold E. Fraser, 939 Adeline Street, 
Oakland, California, relieved from assignment as Medical 
Ward Officer and assigned as Surgical Ward Officer. 

First Lieutenant James P. Warren, Mount Zion Hospital, 
San Francisco, California, relieved from assignment as 
Medical Ward Officer and assigned as Surgical Ward 
Officer. 


General Hospital No. 61 (Sutherland), Zone of Interior: 


Captain Francis A. Goeltz, Med. Res., 1150 East Second 
South Street, Salt Lake City, Utah, having been assigned 
to General Hospital, as Surgical Ward Officer, is relieved 
from his present position and assigned within the unit 
as Assistant to Chief of Surgical Service. 


Eighty-first Evacuation Hospital, Third Army: 


Captain Lionel A. B. Street, Med. Res., 1023 Pacific 
Mutual Building, Los Angeles, ‘California, as Evacuation 
Officer. 

Captain Jerome H. Titus, Med. Res., 128 El Morado 
Court, Ontario, California, as Surgical Ward Officer. 

First Lieutenant George A. Nelson, Med. Res., 
Linda, California, as Surgical Ward Officer. 

First Lieutenant Edwin L. Hansen, Med. Res., White 
Memorial Hospital, Los Angeles, California, as Surgical 


Ward Officer. 
First Lieutenant Clyde E. Harner, Med. Res., 1066 
Cherry Avenue, Long Beach, California, as Surgical 


Ward Officer. 


Nintieth Evacuation Hospital, Sixth Army: 

Captain William O. Weiskotten, Med. Res., 1101 First 
National Bank Building, San Diego, California, as 
Roentgenologist. 

General Hospital No. 35, Communications Zone: 

Lieutenant-Colonel Percival G. White, Med. Res., 508 
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South Serrano Avenue, Los Angeles, California, as Chief 
of Medical Service. 
Station Hospital No. 146, Communications Zone: 

Major Henry A. Barclay, Med. Res., 2144 Madison Ave- 
nue, San Diego, California, as Medical Ward Officer. 


Ngton Laboratory No. 5 (Aviation), Communications 
one: 


Captain Arthur L. Gagnon, Med. Res., 429 Electric 
Building, San Diego, California, as Psychologist. 


THE PACIFIC COAST SURGICAL 
ASSOCIATION 


will convene in Del Monte, February 26 and 27. The off- 
cers of this association are: 

Charles D. Lockwood, Pasadena, Calif., president; Stan- 
ley Stillman, San Francisco, Calif., first vice-president; 
Wallace Terry, San Francisco, Calif., second vice-presi- 
dent; Edgar L. Gilcreest, San Francisco, Calif., secretary. 


Clinics will be held in San Francisco two days previous, 

Arthur D. Bevan of Chicago will be a guest of the 
association and the title of his address will be “Pathology 
Diagnosis and Present Status of Surgical Treatment of 
Peptic Ulcer.” 





Injection of the Sciatic Nerve as Substitute for 
Femoral Periarterial Sympathectomy—As sympath- 
ectomy is not without risks and is attended by conflicting 
and irregular results, the sciatic nerve was turned to by 
K. P. A. Taylor and J. B. Rice, Philadelphia (Journal 
A. M. A.), as a means of securing vasodilatation and 
improved circulation in the extremities in the cases to be 
reported. Twelve patients, all males, ranging in age 
from 9 to 70, suffering from extensive tropical ulcer of the 
lower third of one leg, were subjected to open injection of 
the sciatic nerve. The nerve was exposed in the middle 
third of the thigh (to avoid the highest muscular 
branches) and injected with a hypodermic needle and 
Luer syringe. Six patients were injected with physiologic 
sodium chloride solutions, solutions of procaine and 5 per 
cent alcohol solutions with slight or no vasodilatation. The 
remaining six were injected with 15 per cent alcohol so 
as to produce pronounced “ballooning” of the nerve for 
2 or 3 cm. of its course. Usually from 5 to 10 cc. of the 
solution was required to produce this, depending on the 
number of puncture holes that are made with the needle 
and the amount of solution that escapes. The nerve is 
lifted up with tapes, and stretching is avoided. In all the 
cases so treated, vasodilatation of the corresponding foot 
and lower third of the leg developed, as shown by flush- 
ing and hyperthermia of the parts. The average duration 
of vasodilatation was about one month, and the average 
temperature increase throughout the entire period was 
1 degree C. In general, the patients with some degree of 
motor or sensory disturbance following the injection 
showed the most marked vasodilatation, a patient with 
complete paralysis averaging 2.07 degrees C. difference in 
temperature for fifty days. In every case, healing of the 
leg ulcer was apparently hastened by the improved cir- 
culation of the limb, all of the cases in which injection 
was done being healed within fixe weeks. It was evident 
that injection of the sciatic nerve with 15 per cent alcohol 
is a far more reliable means of producing hyperthermia 
than is periarterial sympathectomy of the femoral artery. 
It was found of use in the treatment of tropical leg ulcer. 
The more prolonged the infiltration of the nerve, and the 
more handling, needling and traction employed, the 
greater will be the degree of interruption. Thorough 
injection of 2 or 3 cm. of the nerve is necessary, with even 
distribution of the solution throughout the nerve. Patients 
who are thin and emaciated should be injected less 
vigorously than well nourished subjects. Any paralysis 
or paresis is of comparatively short duration (from two 
to three months). Arteriosclerotic patients do not respond 
well. The indications for sciatic injection are those for 
sympathectomy ; i.e., any condition in which it is desired 
to improve the circulation of an extremity, such as 
threatened gangrene, Raynaud’s disease, intermittent 
claudication, erythromyalgia, early tuberculosis, ulcera- 
tion, trophic disturbances, etc. It is not of value in 


arteriosclerotic gangrene and Buerger’s disease. 
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